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the  number  of  Papers  contributed  to  the  '  Transactions'  C.S.  refers  to  the 
Specimens  exhibited  hy  Card. 

Elected 
1879    Abeeceombie,  John,  M.D.,  23,  Upper  Wimpole  Street,  W.     (C.  1890.) 
O.M.    AciAND,  Sir  Heney  Wentwoeth,  Bart.,  M.D.,  K.C.B.,  LL.D.,  F.R.S,, 

Broad  Street,  Oxford.     (V.P.  1868-70.) 
1889    AcLAND,  Theodoee  Dyke,  M.D.,  74,  Brook  Street,  W. 
1879    Adams,  William,  Tower  Lodge,  Regent's  Park  Road,  Gloucester  Gate, 
N.W. 

1883  Adams,  William  Coode,  M.B.,  1,  Eton  Avenue,  South  Hampstead,  N.W. 
1888    Addinsell,  Attgustus  W.,  M.B.,  CM.,  30,  Ashburn  Place,  South  Ken- 
sington, S.W. 

1884  Adeney,  Edwik  Leonaed,  M.D.,  3,  Sion  Terrace,  Mount  Sion,  Tun- 

bridge  Wells. 
1883    Allchin,  William  Heney,  M.B.,  5,  Chandos  Street,  W. 

1885  Allingham,  Heebeet  William,  25,  Grosvenor  Street,  W.     Trans.  2. 
1871     Althaus,  Julius,  M.D.,  48,  Harley  Street,  W.    (C.  1879-81.)    Trans.  5. 
1883     Andeeson,   James,  M.D.,  CM.,  41,  Wimpole  Street,  W.      Trans.  1, 

C.S.  1. 
1888    Andeeson,  John,  M.D.,  105,  Gloucester  Place,  Portman  Square,  W. 
1868    Andeeson,  John  Foed,  M.D.,  1,  Buckland  Crescent,  Belsize  Park,  N.W. 
1883    Andeeson,  William,  25,  Grosvenor  Road,  Westminster,  S.W.    Trans.  4. 
O.M.  *Andeew,    James,   M.D.,   22,   Harley    Street,   W.      (C   1872-4,   V.P. 

1885-6.)     Trans.  1. 

1887  Aekle,  C.  J.,  M.D.     Trans.  2,  C.S.  2. 

1885    Aemsteong,  Heney  Geoege,  Heathcote,  Crowthorne,  Berkshire. 

1888  Aemsteong,  Hugh,  Aylestone  Hill,  Hereford. 
O.M.     Aenott,  Heney.     (C  1871-5.)     Trans.  3. 

1880  *Bakee,  Heney  Feancis,  2,  Mandeville  Place,  Manchester  Square,  W. 
C.S.  1. 
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Elected 
O.M.    Bakes,  W.  Moeeant,  26,  Wimpole  Street,  W.    (C.  1873,  V.P.  1884-5.) 

Trans.  7. 
1880     Bali,  B.,  M.D.,  3,  Faubourg  St.  Honore,  Paris. 
1878    Bail,  James  Baeet,  M.D.,  54,  Wimpole  Street,  W.     C.S.  1. 

1883  Ballance,    Chaeles   Alfeed,   M.B.,    M.S.,    56,    Harley    Street,   W. 

Trans.  1,  C.S.  2. 
1888    Banham,  Heney  Feench,  M.D.,  Sidmouth  House,  Reading. 
1868     Bantock,  Geoege  Geanville,  M.D.,  12,  Granville  Place,  W. 
1876    Baekee,  Aethue  E.  J.,  87,  Harley  Street.  W.     (C.  1883-5.)    Trans.  8, 

C.S.  3. 
1882    Baeeee,  Feedeeick  Chaeles,  M.D.,  Surgeon-Major,  Bombay  Medical 

Service,  India  [care  of  Aethue  Baekee,  Esq.,  87,  Harley  Sti-eet]. 
1875     Baelow,  Thomas,  M.D.  (Hon.  Secretary),  10,  Wimpole  Street,  W.C. 

(C.  1880-2,  S.  1888-9.)     Trans.  10,  C.S.  5. 
1888    Baees,  a.  G.,  M.D.,  22,  Park  Place,  Leeds. 
1888    Baeton,  Edwin  A.,  35,  Cheniston  Gardens,  Kensington,  W. 
O.M.     Baewell,  Richaed,  55,  Wimpole  Street,  W.    (C.  1872-5,  V.P.  1877-9.) 

Trans.  18,  C.S.  1. 
O.M.    Bastlan,  Heney  Chaelton,  M.D.,  F.R.S.,  8a,  Manchester  Square,  W. 

(C.  1876-8,  V.P.  1890.)     Trans.  4. 

1882  Bateman,  Alfeed  G.,  M.B.,  64,Longridge  Road,  South  Kensington,  S.W. 

1888  Batteeham,  John  Williams,  M.B.,  B.S.,  Bank  House,  Grand  Parade, 

St.  Leonard's. 
1886     Battle,  William  Heney,  6,  Harley  Street,  W.     Trans.  1,  C.S.  1. 
1868     Baumlee,  Cheistian  G.  H.,  M.D.,  University  of  Erlangen.     Tram.  4. 
1875     Beck,  Maecus,  M.S.,  30,  Wimpole  Street,  W.     (C.  1880-1.)     Trans.  1. 
1880  *Beevoe,  Chaeles  Edwaed,  M.D.,  33,  Harley  Street,  W.     (C.  1890.) 

C.S.  1. 
1875     Bellamy,  Edwaed,  17,  Wimpole  Street,  W.     (C.  1879-80.)     Trans.  4. 

1884  Benham,  F.  Lucas,  M.D.,  93,  Elizabeth  Street,  Eaton  Square,  S.W. 

1883  Benham,  Robeet  Fitzeoy,  Abercorn  House,  Baron's  Court,  S.W. 

1885  Bennett,  A.  Hughes,  M.D.,  76,  Wimpole  Street,  W.     Trans.  2. 

1878  Bennett,  Stoeee,  17,  George  Street,  Hanover  Square,  W. 

1874     Bennett,  William  Heney  {Hon.  Secretary),  1,  Chesterfield  Street,  W. 
(C.  1889.)     Trans.  4. 

1889  Bentley,  Aethue  J.  M.,  M.D.,  9,  Somers  Place,  Hyde  Park,  W. 
1882    Beeey,  Feedeeick  Hayceaft,  M.B.,  Watford,  Herts. 

1885     Beeey,  James,  60,  Welbeck  Street,  W. 

1889  Bidwell,  Leonaed  Aethue,  34,  Lee  Terrace,  Blackheath. 

1890  Bindley,  Alfeed,  35,  Highbury  Hill,  N. 

1882  Bindley,  Philip  Heney,  M.B.,  Fairholme,  Hastings. 

1879  Bindon,  Wm.  John  Veeekee,  M.D.,  18,  St.  Ann's  Street,  Manchester. 

1883  Biss,  Cecil  Yates,  M.D.,  135,  Harley  Street,  W.     Trans.  1. 

1889    BissHOPP.  Feancis  Robeet   Beyant,  M.A.,  M.B.,  B.S.,   Belle  Vue, 
Mount  Pleasant,  Tunbridge  Wells. 
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Elected 
1881     BiACK,  James,  16,  Wimpole  Street,  W, 

1888  BosTOCK,  EoBEET  AsHTON,  73,  Onslow  Gardens,  Brompton. 

1883     BowLBT,   Anthony    A.,   75,   Warrington   Crescent,   Maida  Vale,  W. 

Trans.  2,  C.S.  2. 
1883  +BOWLES,  RoBEET  Leamon,  M.D.,  8,  West  Terrace,  Folkestone.    (C.  1890.) 

1889  BoxD,  Stanley,  M.B.,  134,  Harley  Street,  W. 

1868    Beace,  William  H.,  M.D.,  7,  Queen's  Gate  Terrace,  S.W.     (C.  1876-7.) 

1890  Beadfoed,  John  Rose,  M.D.,  52,  Upper  Berkeley  Street,  W. 

1883    Beadshaw,  James  Dixon,  M.B.,  30,  George  Street,  Hanover  Square,  W. 

1878  Beid&es,  Robeet,  M.B.,  M.A.,  The  Manor  House,  Yattendon,  Berkshire. 

Trans.  1. 
1868     Beiqht,  Geoege  Chaeles,  M.D.,  Cannes,  Alpes  Maritimes,  France. 

1868  Beight,  John  Meabfen,  M.D.,  Forest  Hill,  S.E. 

O.M,    Beistowe,  John  S.,  M.D.,  F.E.S.,  13,  Old  Burlington  Street,  W.     (C. 

1869-70,  V.P.  1879-80.)     Trans.  4. 
O.M.     Beoadbent,  William  Heney,  M.D.,  34,  Seymour  Street,  W.     (C- 

1871-3,  V.P.  1881-3,  P.  1887-8.)     Trans.  17. 
1887     Beock,  J.  H.  E.,  M.D.,  B.S.,  115,  Adelaide  Road,  N.W. 
O.M.    Beodhtjest,  Beenaed  Edwaed,  20,  Grosvenor  Street,  W.     Trans.  2. 
1876     Beowne,  Geoege  BrcxSTON,  80,  Wimpole  Street,  W.     Trans.  2. 
1887    Beowne,  Oswald  Atjchinleck,  M.B. 

1883  Beuce,  John  Mitchell,  M.D.,  70,  Harley  Street,  W. 

O.M.     Beyant,  Thomas,  65,  Grosvenor  Street,  W.     (C.  1872,  V.P.  1876-7, 

P.  1885-6.)     Trans.  8. 
O.M.    Buchanan,  Geoege,  M.D.,  F.R.S.,  24,  Nottingham  Place,  W.    (C.  1877.) 

1884  Buck,  William  Elgae,  M.D.,  5,  Welford  Road,  Leicester. 

1890     BuCKLAND,  Feancis  0.,  B.A.,  M.B.,  CM.,  6,  Lower  Sloane  Street,  S.W. 

1886  Bull,  William  C,  M.B.,  35,  Clarges  Street,  Piccadilly,  W. 

1881     BuENET,  Robeet  William,  M.D.,  6,  Upp.  Wimpole  Street,W.    Trans.  1. 

1879  BuETON,  William  Edwaed,  24,  Wimpole  Street,  W. 

1887  Butlee-Smythe,  Albeet  Chaeles,  35,  Brook  Street,  W.     Trans.  1. 
1881     BuTLiN,  Heney  Teentham  (C),  82,  Harley  Street,  W.     (C.  1887-9.) 

Trans.  7. 
1871     Butt,  William  F.,  1,  Southwick  Crescent,  Hyde  Park,  W. 
1884    Buxton,  Dudley  Wilmot,  M.D.,  B.S.,  82,  Mortimer  Street,  W. 
O.M.     BuzzAED,   Thomas,  M.D.,   74,  Grosvenor   Street,  W.     (S.  1870-2,  C. 

1873-6,  V.P.  1880-1.)     Trans.  14,  C.S.  1. 
1886     Cahill,  John,  12,  Seville  Street,  Lowndes  Square,  S.W. 
1890    Calveet,  James,  M.D.,  36,  Queen  Anne  Street,  W. 

1888  Caepentee,  Geoege  Alfeed,  M.B.,  St.  Ermin's  Mansions,  Westminster, 

S.W. 

1889  Caete,  William  Alexandee,  M.B.,  M.Ch.,  Victoria  Barracks,  Windsor. 
1883    Caetee,  Feedeeick  Heales,  4,  Putney  Hill,  S.W. 

1869  Caetee,  Robeet  Beudenell,  27,  Queen  Anne  Street,  W.    (C.  1873-6, 

V.P.  1879-81.)     Trans.  8, 
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Elected 

1885     Caton,  Richard,  M.D.,  86,  Rodney  Street,  Liverpool.     Trans.  2. 
1868     Cavafy,  John,  M.D.,  2,  Upper   Berkeley    Street,    W.      (C.  1881-3.) 

Trans.  4. 
O.M.     Catlet,    William,    M.D.,    27,    Wimpole    Street,   W.      (C.   1874-5, 
S.  1876-8,  C.  1879-80,  V.P.  1885-6.)     Trans.  7,  C.S.  1. 

1884  Chapman,  Paul  M.,  M.D.,  1,  St.  John  Street,  Hereford. 

1885  Cheyne,  W.  Watson,  M.B.,  CM.,  59,  Welbeck  Street,  W. 

1873    Chisholm,  Edwin,  M.D.,  Abergeldie,  Ashfield,  near  Sydney,  New  South 

Wales. 
1868    Cholmeley,  William,  M.D.,  63,  Grosvenor  Street,  W.     (C.  1871-3.) 

Trans.  2. 
O.M.     Chtjech,  William  Selby,  M.D.,  130,  Harley  Street,  W.     (C.  1874^6.) 

1873  Chueton,  Thomas,  M.D.,  35,  Park  Square,  Leeds.    (C.  1889.)     Trans.  2. 
1882     Clapham,  Edwaed,  M.D.,  29,  Lingfield  Road,  Wimbledon. 

O.M.     Clapton,  Edwaed,  M.D.,  10a,  St.  Thomas's  Street,  Southwark,  S.E. 

(C.  1872-4.)     Trans.  1. 
O.M,     Claek,  Sir  Andeew,  Bart.,  M.D.,  LL.D.,  F.R.S.,  16,  Cavendish  Square, 

W.     (C.  1876-8,  V.P.  1880-2,  P.  1883-4.)     Trans.  2. 

1874  Claek,  Andeew,  71,  Harley  Street,  W. 

1887    Claek,  Feancis  William,  Ridge  House,  Staithes,  Yorkshire. 
1885  tCLAEKE,  J.  MiCHELL,  M.B.,  2,  York  Buildings,  Clifton,  Bristol. 

1885  Claeee,  William  Beuce,  M.B.,  46,  Harley  Street,  W. 
1877  tCLAY,  Robeet  Hogaeth,  M.D.,  4,  Windsor  Villas,  Plymouth. 

1887    Clemow,  Aethite  Heney  Weiss,  M.D.,  CM.,  2,  Talgarth  Road,  West 
Kensington,  W. 

1877  *Clutton,  Heney  Hugh,  M.A.,  2,  Portland  Plaee,  W.     (C  1885-7.) 

Trans.  8,  C.S.  2. 
1882    CoLLiEE,   Heebeet,   M.D.,   The  Grange,  Gorleston,  Great  Yarmouth, 
Norfolk. 

1878  Collins,  W.  Maunsell,  M.D.,  M.C,  10,  Cadogan  Place,  S.W. 
1882     Colquhoun,  Daniel,  M.D.,  Dunedin,  New  Zealand. 

1872  Cooke,  Thomas,  40,  Brunswick  Square,  W.C 

1868  CooPEE,  Feank  W.,  Leytonstone,  Essex. 

1887  Cotes,  Chaeles  E.  H.,  M.B.,  42,  Davies  Street,  Berkeley  Square,  W. 

1880  Cottle,  Wyndham,  M.D.,  3,  Savile  Row,  W. 

O.M,  Coupee,  John,  80,  Grosvenor  Street,  W.     (C  1874.) 

1875  CouPLAND,  Sidney,  M.D.  (C),  16,  Queen  Anne  Street,  W.     (S.  1882-4, 

C  1885-7.)     Trans.  4,  C.S.  2. 

1886  Cousins,  John  Waed,  M.D.,  Riversdale,  Kent  Road,  Southsea.  Trans.  1. 
1882     CoxwELL,  C  F.,  M.B.     Trans.  2. 

1879  Ceipps,  WILLL4.M  Habbison  (C),  2,  Stratford  Place,  W.     (C  1868-8.) 

Trans.  3. 
1872    Ceitchett,  Andeeson,  21,  Harley  Street,  W. 
1877    Ceockee,    Henby    Radcliffe,    M.D.,    121,   Harley   Street,    W.     (C 

1884-5.)     Trans.  14. 
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Elected 

O.M.  Ceoft,  John,  48,  Brook  Street,  W.  (C.  1870-2,  V.P.  1882-4.) 
Trans.  12. 

1890  Ceowle,  Thomas  Henby  Rickaed,  3,  Campden  Hill  Road,  Kensing- 
ton, W. 

1872  Dalby,  Sir  William  Baetlett,  M.B.,  18,  Savile  Row,  W.  (C.  1879- 
81.)     Trans.  4. 

1882    Dallaway,  J.  W.  Dennis,  5,  Duchess  Street,  W. 

1886     Davies,  Aethue  T.,  M.B.,  23,  Finsbury  Square,  E.C.     C.S.  4. 

1879  Davies-Colley,  J.  Neville  C,  M.B.,  M.C.,  36,  Harley  Street,  W. 
(C.  1885-6.)     Trans.  6. 

1879  tDAVY,  Heney,  M.D.,  29,  Southernhay,  Exeter. 

1868     Day,  William  Heney,  M.D.,  10,  Manchester  Square,  W.     Trans.  5. 

1889    Dean,  Heney  Peecy,  60,  Gower  Street,  W.C. 

1879  tDENNis,  Peedeeic  S.,  M.D.,  21,  East  21st  Street,  New  York,  U.S. 

1875    Dent,  Clinton  T.,  61,  Brook  Street,  W.    (C.  1884-6.)     Trans.  2. 

O.M.  Dickinson,  William  Howship,  M.D.  (V.P.),  9,  Chesterfield  Street, 
W.     (C.  1874-5,  V.P.  1888-9.)     Trans.  2. 

1871     DiVEE,  Ebenezee,  M.D.,  Kenley,  Caterham  Valley,  Surrey.     (C.  1890.) 

O.M.  Down,  John  Langdon  H.,  M.D.,  81,  Harley  Street,  W.  (C.  1870-2.) 
Trans.  1. 

1874     Dowse,  Thomas  Steetch,  M.D.,  14,  Welbeck  Street,  W.     Trans.  5. 

1868  Deage,  Chaeles,  M.D.,  Hatfield,  Herts. 

1879     Deewitt,  p.  G.  Dawteey,  M.D.  (C),  52,  Brook  Street, W.  (C.  1886-8.) 

Trans.  2. 
O.M.     Duckwoeth,  Sir  Dyce,  M.D.,  11,   Grafton  Street,   Bond   Street,  W. 

(C.  1875-7,  V.P.  1887-8.)     Trans.  16,  C.S.  5. 
O.M.     DuFFiN,  Alfeed  B.,  M.D.,   18,  Devonshire  Street,   W.    (C.    1872-4.) 

Trans.  6. 
1884    Duke,  Edgae,  30,  Pevensey  Road,  St.  Leonard's-on-Sea. 

1869  Duke,  Ollivee  Thomas,  M.B.,  Surgeon,  Bengal  Army,  India. 
1889    Duncan,  John,M.D.,  St.  Petersburg. 

O.M.  DuEHAM,  Aethue  Edwaed,  82,  Brook  Street,  W.  (C.  1867-9,  V.P. 
1884-5.)     Trans.  5. 

1884  Edmunds,  Waltee,  M.C,  75,  Lambeth  Palace  Road,  S.E. 
1882    Emond,  Emile,  M.D.,  113,  Boulevard  Beaumarchais,  Paris. 

O.M.     Eeichsen,  John  E.,  LL.D.,  F.R.S.,  6,  Cavendish    Place,  W.     (V.P. 

1869-71.) 
1868    Ea^ans,  Julian,  M.B.,  123,  Finborough  Road,  Redclyflfe  Square,  S.W. 

1888  *EVE,  Feedeeic  S.,  125,  Harley  Street,  Cavendish  Square,  W. 
1877     Ewaet,  William,  M.D.,  33,  Curzon  Street,  W.     (C.  1884-6.) 

1868  fFAiEBANK,  Feedebick  Royston,  M.D.,  46,  Hall  Gate,  Doncaster. 
Trans.  1. 

1889  Fabdon,  Edwaed  Ashby,  Middlesex  Hospital. 

1885  Fenn,  Edwaed  Liveing,  M.D.,  1,  Portland  Terrace,  Richmond  Green, 

Surrey. 
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Elected 
1887    Fe>-wick,  E.  HrEET,  5,  Old  Burlington  Street,  W.     Trans.  1. 
1872     Fexwick,  J.  C.  J.,  M.D.,  25,  North  Road,  Durham. 
1878     Field,  Geoege  P.,  34,  Wimpole  Street,  W. 

1876  FiNLAT,   David  White,   M.D.,   9,  Lower   Berkeley  Street,  W.      (C. 

1885-7.)     Trans.  5. 

1885  Fitz-Pateick,  Thoilas,  M.D.,  30,  Susses  Gardens,  Hyde  Park,  W. 
1889     FLEiniiNG,  Peect,  M.D.,  35,  Regent's  Park  Road,  N.W. 

1878  *Fox3iAETiy,  He>-et  de,  M.D.,  1,  Anchor  Gate  Terrace,  Portsea,  Hants. 

1889  Foebes,  Daxiel  Mackay,  Shoreditch  Infirmary,  204,  Hoxton  Street, 

N. 

1890  FoEiiAy,  E.  Baxtee,  M.D.,  11,  Bramham  Gardens,  S.  Kensington,  S.W. 

1881  FowLEE,   James   Kingston,  M.D.   (C),  35,  Clarges  Street,  W.    (C. 

1887-9.)     Trans.  4,  C.S.  5. 

1886  Fox,  R.  HiyGSToy,  M.D.,  23,  Finsbury  Square,  E.G. 

1878  Fox,  THOiiAS  Colcott,  M.B.  (C),  14,  Harley Street,  W.     (C.  1888-9.) 

Trans.  5,  C.S.  1. 

1887  Feeemax,  He>'ey  Williajj:,  24,  Circus,  Bath. 
1890     FrxLEE,  He  NET  Roxbuegh,  45,  Curzon  Street,  W. 

1888  Gage-Beown,  Chaeles  Heebeet,  il.D.,  74,  Cadogan  Place,  S.W. 
1868     Gant,   Feedeeick   James,  16,  Counaught  Square,  W.     (C.  1877-9.) 

Trans.  3. 
1887     Gaeeod,  Aechibald  Edwaed,  M.A.,  M.D.,  9,  Chandos  Street,  W. 

1879  Gaestang,  Thomas  Waltee  Haeeopp,  The  Heath,  Knutsford,  Cheshire. 
1885     Gibbons,    Robeet     Alexandee,     M.D.,    29,    Cadogan    Place,    S.W. 

Trans.  1. 

1868  Glotee,  James  Geey,  M.D.,  25,  Highbury  Place,  N.     (C.  1878-80.) 

Trans.  2. 

1882  GoDDAED,  Eugene,  M.D.,  106,  Highbury  New  Park,  N. 

1875    Godlee,    Rickman  John,  M.S.  (C),  81,   Wimpole  Street,  W.    (C. 

1882-3,  1887-9,  S.  1884-6.)     Trans.  12,  C.S.  4. 
1882     GoLDiE,  Robeet  William,  Medical  Superintendent,  Poplar  and  Stepney 

Sick  Asylum,  Devon's  Road,  Bromley. 
1878     GoLDiNG-BiED,   C.   H.,  M.B.   (C),  12,  Queen  Anne  Street,  W.     (C. 

1887-9.)     Trans.  10. 
1875     GooDHAET,   James  Feedeeic,   M.D.,  25,  Weymouth  Street,  W.    (C. 

1880-2.)     Trans.  11,  C.S.  2. 
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O.M.     Smith,  Thomas,  5,  Stratford  Place,   W.     (C.  1869-71,  V.P.  1880-2.) 
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BEPORT 

OF   THE 

COUNCIL   OF   THE   CLINICAL   SOCIETY. 

December,  1889. 


THE  Council  are  once  again  in  a  position  to  report  both 
progress  and  prosperity  in  the  Society's  aifairs. 
The  members  of  the  Society  now  number  502  ;  of  these, 
346  are  resident,  of  whom  21  were  elected  last  year,  and 
156  are  non-resident  members,  of  whom  9  were  elected  last 
year.  During  the  year  6  members  have  died,  3  resident  and 
8  honorary  members.  The  former  include  Dr.  Habershon, 
an  original  member  of  the  Society,  and  in  former  years  an 
active  worker  in  its  service,  Dr.  Fish,  and  Dr.  Prothero  Smith. 
The  latter  include  Dr.  C.  J.  B.  Williams,  M.  Eicord,  of  Paris, 
and  Professor  von  Volkmann,  of  Halle,  three  men  of  mark 
and  European  reputation. 

The  balance-sheet  shows  that  the  financial  condition  of 
the  Society  is  good ;  the  woi-king  expenses  have  been  all  met 
out  of  current  income,  and  there  is  a  sum  of  £50  to  carry 
forwards.     The  invested  capital  remains  as  before,  £600. 

The  volume  of  '  Transactions '  last  issued  to  members 
bears  testimony  to  the  increasing  activity  of  the  Society. 
As  a  special  feature  of  the  volume  must  be  mentioned  the 
Appendix,  consisting  of  supplementary  reports  of  the  un- 
finished cases  recorded  in  the  earlier  volumes  from  the  com- 
mencement. The  reports  were  collected  by  a  committee 
nominated  for  the  purpose  on  the  suggestion  of  the  Presi- 
dent, and  consisted  of  Drs.  Abercrombie,  Crocker,  Fiulay, 
Maguire,  and  Pringle,  and  of  Messrs.  Bowlby,  Silcock,  Clutton, 
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Pollard,  and  Turner.  The  Council  now  desire  to  acknowledge 
tlieir  appreciation  of  the  services  rendered  to  the  Society  by 
this  committee,  and  take  this  opportunity  to  thus  publicly 
record  it.  Though  a  good  many  gaps  still  remain  unfilled, 
some  very  useful  additional  information  has  been  obtained 
which  cannot  fail  to  enhance  the  value  of  the  records. 

The  Council  would  again  remind  members  that  in  the 
early  part  of  last  session  a  new  and  improved  method  of 
utilising  the  living  specimens  was  inaugurated.  Instead  of 
being  merely  shown  in  the  anterooms  before  the  meetings — 
a  plan  attended  with  much  overcrowding  and  confusion — the 
living*  specimens  are  now  taken  one  by  one  and  formally 
demonstrated  during  the  first  hour  of  alternate  meetings  ; 
after  the  demonstration  of  the  case,  members  ask  questions 
with  a  view  to  amplify  the  clinical  details,  though  no  critical 
discussion  of  the  case  is  allowed.  The  regulations  regarding 
these  demonstrations,  however,  are  only  provisional,  and  the 
Council  intend  from  time  to  time  to  make  such  changes  as 
will  best  develop  this  important  part  of  the  Society's  work. 
The  large  attendance  on  the  evenings  set  apart  for  these 
demonstrations  seems  to  show  that  the  arrangement  meets 
with  the  approval  of  the  members  at  large. 

The  Council  learn  from  Dr.  Dawson  Williams,  the  Hon. 
Secretary  of  the  Committee  which  is  inquiring  into  the  incu- 
bation period  of  certain  infectious  diseases,  that  their  Eeport 
is  nearly  completed,  and  that  it  will  probably  be  presented 
early  in  the  present  year. 

The  present  year  will  be  memorable  in  the  history  of  the 
Society  by  reason  of  the  change  in  the  meeting-place. 

The  Eoyal  Medical  and  Chirurgical  Society  having  moved 
into  a  new  and  more  commodious  house  in  Hanover  Square, 
the  Council  of  this  Society  decided  to  follow  them,  and 
have  entered  into  an  advantageous  agreement  for  the  use  of 
meeting  and  other  rooms,  where  the  work  of  the  Society  can 
be  carried  on,  it  is  thought,  with  even  greater  comfort  than 
in  the  old  premises.  These  rooms  when  completed  will  be 
larger  and  more  specially  adapted  for  their  purposes,  and 
will  be  lighted  by  electricity  instead  of  with  gas.  The  Council 
hope  that  the  members  Avill  approve  of  and  appreciate  these 
changes,  and  that  the  good  fortune  which  attended  the 
Society's  work  in  Berners  Street  will  continue  and  increase 
in  the  new  home. 
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COMMUNICATIONS. 


I. — A  series  of  fourteen  cases  of  Gholecystotomy.     By  A. 
W.  Mayo  Robson.     Bead  October  25,  1889. 

IN  1885  I  had  the  honour  of  reading  before  this  Society  a 
paper  on  cholecystotomy,  based  on  two  successful  cases ; 
since  that  time  I  have  had  twelve  additional  cases^  all  of 
which  present  points  of  interest. 

It  may  be  remembered  that  in  the  first  case  the  operation 
was  performed  on  a  distended  gall-bladder,  and  that  eight 
facetted  gall-stones  were  removed  from  a  dilated  cystic  duct, 
a  minute  fistula  being  left  which  discharged  a  clear  watery 
fluid ;  that  fistula  still  remains,  but  the  patient  is  now  in  ex- 
cellent health,  and  has  since  her  operation  borne  a  child  at 
the  full  time ;  she  is  so  little  inconvenienced  as  to  feel  it 
unnecessary  to  have  anything  further  done  for  the  closing  of 
the  fistula. 

In  the  second  case  the  operation  was  performed  for  dis- 
tended gall-bladder,  which  seemed  to  be  the  cause  of  persistent 
vomiting;  about  sixty  gall-stones  were  removed,  and  the 
patient  was  relieved  of  the  vomiting  and  other  serious  sym- 
ptoms, after  which,  she  returned  to  her  home.  In  this  case 
also  a  fistula  was  left,  discharging  clear  fluid,  and  chole- 
cystectomy was  successfully  performed  in  order  to  rid  the 
patient  of  her  discharge.  In  both  the  cause  of  the  fistula  was 
stricture  of  the  cystic  duct,  and  in  neither  case  had  there  been 
any  jaundice. 

The  history  of  the  subsequent  cases,  reported  by  my  house- 
surgeons  Dr.  Berkely,  G.  A.  Moynihan,  and  Mr.  Frank  H. 
Hudson,  may  be  worth  giving  more  in  detail  before  making 
any  remarks  on  the  wliole  group. 
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Case  3.  Empyema  of  gall-hladder  :  peritonitis  :  cholecysto- 
tomy and  removal  of  8  oz.  of  p)us  :  hiliary  fistula  for  fifteen 
months,  through  which  all  the  bile  passed  :  cholecystenteroslomy  : 
complete  cure. — Patient  shown  in  good  health  at  the  Leeds 
meeting  of  the  British  Medical  Association.  This  case  will  be 
published  in  the  Transactions  of  the  Royal  Medical  and 
Chirurgical  Society. 

Case  4.  Suppuration  in  and  around  the  gall-hladder  de- 
pending on  gall-stones. — Mrs.  Gr.  B.,  set.  40,  was  admitted  to 
the  Leeds  Infirmary  on  May  18,  1888,  under  the  care  of  Dr. 
Churton.  She  had  had  two  distinct  attacks  of  biliary  colic, 
thirteen  years  and  seven  years  previously,  having  been 
jaundiced  both  times.  In  March,  1888,  she  again  began  to 
suffer  from  pain  in  the  right  hypogastrium,  extending  to  the 
hypochondriac  and  lumbar  regions  and  into  the  right  shoulder ; 
but  on  that  occasion  there  was  no  jaundice.  Since  March 
her  symptoms  had  never  cleared  up,  her  general  health  had 
failed,  and  a  swelling  had  developed  under  the  right  ribs. 

On  admission  there  was  in  the  right  hypochondriac  and 
lumbar  regions  a  hard  round  projection,  firm  to  the  touch,  dull 
on  percussion,  and  moving  with  respiration. 

Dr.  Churton  diagnosed  the  case  as  one  of  cholelithiasis 
with  distended  gall-bladder,  and  asked  Mr.  Robson  to  see  the 
patient  with  a  view  to  operation.  On  June  14  abdominal 
section  was  performed,  the  incision  being  made  directly  over 
the  tumour,  which  seemed  to  be  composed  of  liver,  gall- 
bladder, stomach,  and  omentum  matted  together.  No  fluctua- 
tion could  be  made  out,  and  the  tumour  seemed  so  firm,  hard, 
and  nodulated  as  to  give  the  impression  of  its  being  malignant. 
An  exploring  syringe  pushed  deeply  into  the  swelling  simply 
withdrew  a  little  blood ;  but  on  pushing  the  needle  through 
the  overlapping  edge  of  the  liver,  in  the  direction  of  the  cystic 
duct,  pus  was  withdrawn. 

On  attempting  to  separate  the  liver  from  what  was  sup- 
posed to  be  the  gall-bladder,  pus  began  to  well  up,  but  fortu- 
nately none  of  it  escaped  into  the  peritoneal  cavity,  as  sponges 
had  been  packed  round  the  opening.  About  two  ounces  of 
greenish  yellow  pus  escaped,  and  on  dilating  the  opening 
sufficiently  to  admit  the  finger,  gall-stones  were  at  once  felt, 
one  of  which,  about  the  size  of  a  small  walnut,  was  easily  re- 
moved ;  the  second,  impacted  in  the  cystic  duct,  was  grasped 
with  forceps  and  broke  in  removal,  leaving  the  distal  portion 
still   within    the  duct;  this  was  removed   with   considerable 
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difficulty,  as  on  account  of  the  matting  of  the  parts  the  finger 
could  not  be  passed  behind  the  cystic  duct  to  aid  in  its 
expulsion  ;  after  its  removal  the  index  finger,  on  being  pushed 
into  the  duct  as  far  as  possible,  discovered  another  impacted 
stone,  which  after  repeated  attempts  it  was  found  impossible 
to  remove. 

As  the  sequel  showed,  this  was  perhaps  rather  a  happy 
circumstance,  for  on  account  of  the  depth,  the  friability,  and 
the  adhesions  of  the  gall-bladder,  it  was  found  impossible  to 
suture  it  to  the  surface  as  the  stitches  would  not  hold  ;  hence 
after  the  suppurating  cavity  had  been  washed  out  with  a  solu- 
tion of  fluosilicate  of  soda  (10  grs.  to  the  pint)  and  a  drainage- 
tube  had  been  inserted,  the  upper  and  lower  ends  of  the 
incision  were  drawn  together  by  silk  sutures  so  as  to  some- 
what limit  the  opening.  The  peritoneal  cavity  was  left  freely 
open,  two  sponges  being  placed  on  each  side  of  the  opening 
into  the  gall-bladder  so  as  to  absorb  any  discharge  flowing 
out  of  it.  The  sponges  were  at  first  changed  every  two  hours, 
antiseptic  precautions  being"  adopted  during  the  process.  At 
the  end  of  two  days  they  were  removed,  one  being  simply 
applied  directly  over  the  drainage-tube  so  as  to  press  the 
parietal  pei'itoneum  into  contact  with  the  visceral. 

During  the  first  two  days  there  was  some  sickness,  which 
was  relieved  by  the  administration  of  seidlitz  powders  until 
purging  was  effected.  The  discharge  from  the  wound  was 
clear  and  serous,  and  no  bile  was  seen.  The  sutures  were 
removed  on  the  seventh,  and  the  drainage-tube  on  the  tenth 
day. 

When  discharged,  on  July  21,  there  was  only  a  small  patch 
of  granulations  in  the  centre  of  the  scar  of  tlie  incision. 

The  patient  is  now  in  perfect  health,  and  the  wound  has 
completely  closed. 

Case  5.  Distended  gall-hladder  due  to  obstruction  of  the 
cystic  duct  by  two  large  gall-stones. — The  patient,  Mrs.  J.,  £et. 
40,  first  noticed  a  small,  hard,  rounded  tumour  in  the  right 
lumbar  region  two  years  previously,  which  at  first  gave  her 
little  inconvenience,  but  subsequently,  as  it  increased  in  size, 
caused  a  heavy  dragging  sensation  in  the  abdomen,  which  was 
worse  when  the  patient  ncioved  about.  There  had  been  no 
jaundice  and  very  little  acute  pain. 

On  admission  there  was  a  hard,  smooth,  non-fluctuating, 
pear-shaped  tumour  about  the  size  of  a  goose's  egg,  situated 
below  the  right  costal  margin.     When  the  patient  was  on  her 
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back  the  tumour  could  be  only  indistinctly  felt,  but  when  she 
turned  on  her  left  side  it  became  more  prominent,  and  could 
then  be  readily  isolated.  It  seemed  to  be  connected  above 
with  the  liver,  and  moved  upwards  and  downwards  during 
respiration. 

July  9,  1888. — An  incision  of  2^  inches  was  made  in  the 
course  of  the  right  linea  semilunaris  over  the  centre  of  the 
tumour.  On  opening  the  gall-bladder,  after  several  ounces  of 
clear  fluid  had  been  withdrawn  by  means  of  an  aspirator,  a 
large  gall-stone  1^  inches  by  1  inch  was  found,  with  the  end 
firmly  fixed  in  the  cystic  duct.  This  was  removed,  when  a 
second  stone  of  almost  precisely  the  same  size  was  felt  further 
on  in  the  cystic  duct.  This  was  broken  up  by  means  of 
polypus  forceps  into  several  pieces  before  it  could  be  removed, 
the  removal  being  aided  by  the  fingers  in  the  abdomen 
pressing  on  the  cystic  duct  and  working  its  contents  on  to- 
wards the  gall-bladder.  The  gall-bladder  was  sutured  to  the 
skin,  a  drainage-tube  inserted,  and  the  rest  of  the  wound 
closed. 

Immediately  after  the  operation  bile  commenced  to  flow, 
necessitating  two  dressings  daily,  for  the  first  two  days,  and 
afterwards  a  daily  dressing.  The  sutures  were  removed  on 
the  seventh  day,  and  the  drainage-tube  on  the  eighth.  The 
discharge  of  bile  gradually  ceased,  and  on  August  4  a  note 
was  made  to  the  effect  that  the  wound  had  almost  closed,  and 
that  there  had  been  no  discharge  of  bile  for  a  week. 

She  was  discharged  cured,  with  the  wound  healed,  within 
the  month. 

Case  6.  Distended  gall-hladder  due  to  gall-stones. — Mrs.  A. 
H.,  aet.  42,  was  sent  to  me  by  my  friend  and  late  house 
surgeon,  Mr.  Ambrose  Atkinson,  and  admitted  to  the  Infirmary 
on  July  27,  1888.  The  history  given  was  that  nineteen  years 
previously  she  had  had  a  severe  attack  of  jaundice,  when 
there  was  noticed  in  the  right  hypochondrium  a  small  hard, 
smooth,  round  tumour,  which,  after  a  few  days  disappeared, 
the  jaundice  also  passing  away.  She  had  had  occasional 
attacks  of  jaundice  up  to  two  years  before  admission,  when 
the  swelling  returned  accompanied  again  by  jaundice,  but 
without  the  ordinary  biliary  colic  ;  since  that  time  she  had 
never  been  free  from  pain  or  jaundice,  or  both,  for  many 
weeks.  On  admission  the  patient  was  slightly  jaundiced, 
having  just  recovered  from  a  characteristic  attack.  The 
tumour,  which  was  felt  in  the  right  lumbar  region,  was  dull 
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on  percussion.  It  could  be  moved  freely  from  side  to  side, 
and  during  respiration  it  rose  and  fell  with  the  liver. 

On  August  1  a  vertical  incision  was  made  in  the  right 
linea  semilunaris  immediately  over  the  tumour,  when  one  stone 
was  felt  in  the  gall-bladder  and  another  in  the  cystic  duct; 
the  former  was  readily  removed,  the  latter  with  some  difficulty, 
assistance  having  to  be  given  by  the  fingers  placed  within  the 
abdomen.  The  gall-stones  were  about  the  size  of  walnuts.  The 
fluid  removed  from  the  gall-bladder  was  alkaline,  slightly 
viscid,  and  of  a  faint  yellow  colour;  albumen  and  mucin  were 
present  in  large  quantities,  but  no  bile  salts  or  pigment.  Under 
the  microscope  granular  cells  of  various  sizes  were  found  and 
cholesterin  crystals.  Bile  first  appeared  on  the  dressings  on 
August  4,  the  tube  was  removed  on  the  6th,  and  the  sutures 
on  the  8th. 

The  bile  was  discharged  in  gradually  decreasing  quantities 
until  August  20,  when  there  was  no  trace  of  it  on  the  dressings. 

When  she  left  the  Infirmary,  on  August  25,  the  wound  was 
healed  and  she  was  perfectly  well. 

Case  7.  Symptoms  of  cholelithiasis  without  tumour. — Mrs. 
S.  G.,  set.  49,  was  sent  to  me  by  my  friend  Mr  Horn,  of  Barns- 
ley,  and  was  admitted  into  the  Infirmary  on  August  27,  1888. 
The  history  given  was  that  a  year  ago  last  July  she  had  the 
first  of  a  series  of  attacks  of  severe  abdominal  pain  which  com- 
menced in  the  right  hypogastric  region,  extending  thence  more 
or  less  over  the  whole  abdomen  and  shooting  into  the  right 
shoulder.  The  first  attack  of  pain  was  noticed  in  the  evening 
soon  after  her  tea,  and  lasted  for  two  hours,  being  then  only 
relieved  by  opium.  The  pain  caused  her  to  "double  up'^  and  to 
be  covered  with  a  cold  clammy  perspiration.  For  a  day  or  two 
before  the  attack  she  had  been  jaundiced.  After  the  attack  of 
pain  the  yellow  tinge  of  skin  gradually  disappeared.  The  second 
attack,  similar  to  the  first  and  fully  as  severe,  came  on  in  No- 
vember, 1887,  and  the  third  in  February,  1888 ;  after  this  the 
attacks  recurred  every  few  weeks,  and  on  some  occasions  two 
or  even  three  of  them  followed  each  other  in  rapid  succession. 
Slight  jaundice  supervened  on  each  attack,  but  that  symptom 
had  never  been  so  marked  as  during  the  first  seizure.  The 
urine  had  at  times  been  highly  coloured,  when  the  motions  bad 
been  like  pipe-clay.  On  one  occasion  last  February  she  found 
a  gall-stone  in  the  fseces.  No  tumour  had  at  any  time  been 
made  out. 

Operation  (August  29). — An  incision  was  made  vertically 
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downwards  from  the  ninth  costal  cartilage  on  the  right  side. 
Oq  opening  the  peritoneum  no  gall-bladder  could  be  seen,  but 
on  passing  the  index  finger  to  the  under  surface  of  the  liver 
a  hard  pyriform  tumour,  about  the  size  of  a  small  jargonelle 
pear,  was  discovered  and  with  difficulty  drawn  into  view.  This 
turned  out  to  be  the  gall-bladder ;  and  on  opening  it,  it  was 
found  tightly  packed  with  numerous  small  gall-stones  which 
were  for  the  most  part  about  the  size  of  a  pea,  some  being 
rather  larger.  These  were  removed,  and  others  blocking  the 
cystic  duct,  even  as  far  as  the  common  duct,  were  also  taken 
away ;  the  extreme  end  of  the  common  duct  was  not  within 
reach.  In  all  sixty-six  stones  were  removed.  The  edges  of 
the  incision  in  the  gall-bladder  were,  after  some  little  difficulty, 
brought  to  the  surface  and  sutured. 

On  the  evening  of  the  operation,  and  during  the  earlier  part 
of  the  subsequent  day,  the  patient  had  a  little  pain  which 
gradually  subsided.  The  tube  was  removed  on  September  1, 
and  the  sutures  four  days  later.  Bile  continued  to  be  dis- 
charged from  the  wound  until  September  9,  after  which  no 
more  was  seen  on  the  dressings,  and  the  patient  was  dis- 
charged, within  the  month,  with  the  wound  healed. 

In  March,  1889,  she  reported  herself  as  feeling  very  well 
and  as  having  been  free  from  the  attacks  of  pain;  the  cicatrix 
seemed  firm,  but  she  said  that  it  had  discharged  a  little  clear 
fluid  on  two  or  three  occasions  from  a  very  tiny  aperture. 

Case  8.  Malignant  disease  of  head  of  pancreas  :  jaundice  : 
distended  gall-hladder. — Mr.  G.  B.,  set.  50,  was  kindly  sent  to 
me  by  Dr  Clifford  AUbutt  on  July  28,  1888,  suffering  from  in- 
tense jaundice  with  great  enlargement  of  the  liver  and  extreme 
distension  of  the  gall-bladder,  the  liver  being  quite  a  hand's 
breadth  below  the  lower  border  of  the  ribs,  the  gall-bladder 
reaching  almost  to  the  hypogastric  region. 

He  gave  the  history  of  having  suffered  from  dyspepsia  for 
ten  or  twelve  years;  and  from  time  to  time,  at  varying  intervals 
of  from  three  to  six  months,  he  had  had  sudden  attacks  of  pain 
over  the  liver,  unaccompanied  by  jaundice  and  removed  by 
poulticing.  His  general  health  in  1887  was  better  than 
formerly,  but  about  Christmas,  after  a  meal  of  pork  which 
produced  violent  purging,  he  was  seized  with  severe  pains 
across  the  abdomen  at  the  level  of  the  umbilicus,  and  soon 
afterwards  became  jaundiced.  Since  that  time  his  motions 
had  always  been  white,  and  his  urine  "  like  porter."  Although 
he  had  not  suffered  from  pain  since  the  attack  at  Christmas, 
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he  had  always  felt  distended  after  food,  and  had  been  much 
troubled  with  flatulency.     The  jaundice  had  never  disappeared. 

On  July  28  he  looked  thin,  and  had  an  anxious  expression 
of  countenance  ;  his  skin  was  intensely  jaundiced,  and  the  sub- 
cutaneous fat  seemed  to  have  entirely  disappeared.  He  stated 
that  he  had  lost  a  stone  in  weight  during  the  previous  two 
years,  but  only  a  little  since  Christmas.  His  legs  swelled  to- 
wards evening.  His  appetite  was  good.  Pulse  76,  regular. 
The  liver  reached  to  within  one  inch  of  the  umbilicus ;  the 
gall-bladder  was  distended  and  reached  as  far  as  2|  inches 
below  the  umbilicus.  There  was  no  tenderness  over  the  ab- 
domen, and  no  ascites  could  be  made  out. 

As  the  patient  was  rapidly  running  down,  and  operative 
procedure  was  the  only  form  of  treatment  that  seemed  to  me 
likely  to  benefit  him,  I  advised  cholecystotomy.  He  took 
some  time  to  consider  the  question,  but  decided  that  if  an 
operation  had  to  be  dune  it  should  be  done  in  the  Leeds 
Infirmary.  No  word  was  received  from  him  until  September 
10,  when  he  was  much  weaker  and  if  possible  more  intensely 
jaundiced.  The  liver  reached  to  the  umbilicus  and  the  gall- 
bladder had  increased  in  size.  An  operation  was  performed 
with  full  antiseptic  precautions,  the  incision  being  made  in  the 
linea  semilunaris  over  the  upper  part  of  the  distended  gall- 
bladder, from  which  30  oz.  of  clear  fluid  were  removed.  The 
tissues  cut  through  presented  a  most  unhealthy  greenish 
colour.  Very  little  bleeding  occurred,  except  from  the  cut 
edge  of  the  gall-bladder,  and  this  was  was  arrested  by  pressure- 
forceps.  No  gall-stones  could  be  felt,  and  careful  exploration 
along  the  course  of  the  ducts  failed  to  detect  the  cause  of  the 
obstruction,  for  neither  gall-stones  nor  tumour  could  be  felt. 
The  patient's  temperature  after  the  operation  was  perfectly 
normal  during  the  first  week ;  but  on  the  second  day  oozing 
of  blood  from  the  lower  edge  of  the  opening  in  the  gall- 
bladder occurred,  and  this  was  arrested  by  pressure-forceps 
as  before.  The  dressings  had  to  be  changed,  however,  twice 
daily,  owing  to  the  continued  oozing  from  the  gall-bladder  and 
the  suture  wounds,  which  at  the  time  of  operation  had  not 
bled  in  the  slightest.  This  became  so  serious  on  the  eighth 
day  that  the  patient  had  an  attack  of  syncope,  and  during  my 
absence  Mr.  Littlewood,  the  resident  surgical  ofiicer,  tranfused 
the  patient,  using  a  saline  fluid.  This  only  gave  temporary 
relief,  and  he  sank  exhausted  on  the  ninth  day,  apparently 
purely  from  loss  of  blood.  Food  had  been  taken  well  ever 
since  the  operation;  there  had  been  no  sickness,  no  abdominal 
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distension,  no  pain,  no  elevation  of  temperature,  and  absolutely 
no  bad  symptom  except  this  constant  oozing  of  blood. 
Ruspini's  styptic,  hamamelis,  and  otter  internal  haemo- 
statics were  fully  tried  without  benefit,  and  the  application  of 
solid  perchloride  of  iron  to  the  bleeding  points  only  produced 
temporary  arrest  of  haemorrhage. 

The  following  notes  are  taken  from  the  report  of  Dr.  Barrs, 
hon.  pathologist  to  the  Infirmary.  "  The  whole  of  the  surface 
of  the  body  was  of  a  deep  saffron  colour.  Emaciation  to 
a  medium  degree.  All  the  organs  of  the  body  bile-stained 
except  the  brain.  Only  slight  adhesions  had  formed  between 
the  gall-bladder  and  the  parietes.  There  was  some  slight 
blood  infiltration  of  the  parietes  below  the  wound.  There 
was  no  peritonitis,  and  no  fluid  or  blood  in  the  peritoneum. 
The  gall-bladder  with  the  opening  into  it  was  filled  with  a 
mass  of  coagulated  blood ;  the  walls  of  the  gall-bladder  were 
deeply  stained  with  blood  but  were  otherwise  normal.  A 
small  director  was  easily  passed  without  force  through  the 
papilla  in  the  duodenum,  and  at  once  found  its  way  into  an 
immensely  dilated  common  bile-duct,  the  calibre  of  which  was 
as  large  as  that  of  the  small  intestine.  The  cystic  duct  could 
not  be  discovered.  The  bile-ducts  and  liver  were  immensely 
dilated.  The  common  duct  was  slit  up,  and  the  head  of  the 
pancreas  was  found  to  be  involved  in  a  dense,  hard,  fibrous 
mass.  The  pancreas  presented  a  most  remarkable  appearance; 
in  addition  to  the  hard,  fibrous  condition  of  its  head,  the 
parts  beyond  were  converted  into  a  cavernous  structure, 
clearly  the  result  of  obstruction  to  its  duct ;  the  whole  organ 
was  larger  than  natural,  but  there  was  no  growth  except  the 
one  in  the  head.  There  was  no  fungation  or  ulceration  into 
the  pancreatic  ducts.  The  liver  was  much  larger  than  natural, 
of  a  deep  olive  colour  from  jaundice.  On  microscopic  ex- 
amination the  hard  mass  in  the  head  of  the  pancreas  was 
found  to  be  scirrhus  cancer." 

Case  9.  Cancer  of  common  hile-duct :  jaundice  :  distended 
gall-bladder. — Wm.  T.,  ast.  42,  a  jet  worker,  was  admitted  into 
the  infirmary  under  the  care  of  Dr.  Churton,  suffering  from 
jaundice,  with  a  tumour  in  the  region  of  the  gall-bladder,  and 
pain  in  the  right  side  of  the  abdomen.  He  had  not  been  very 
temperate  up  to  the  time  of  his  illness,  which  began  two  years 
previously  with  an  attack  of  hepatic  colic.  For  eighteen 
months  he  had  had  frequent  similar  seizures,  generally  coming 
on  soon  after  a  meal,  with  shivering,  nausea,  vomiting,  head- 
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ache,  and  acute  pain  in  tLe  epigastrium.  He  also  became 
slightly  jaundiced  at  each  attack;  the  jaundice  passing  off  in 
the  intervals.  The  swelling  in  the  abdomen  had  been  noticed 
for  twelve  months.  He  had  not  had  an  attack  of  pain  since 
May,  but  from  that  time  he  had  always  been  jaundiced,  and 
the  swelling  in  the  abdomen  had  been  steadily  increasing. 

On  admission  he  was  thin  and  deeply  jaundiced;  the  liver 
dulness  began  at  the  sixth  rib,  and  extended  to  within  half  an 
inch  of  the  umbilicus.  In  the  middle  of  the  edge  of  the  right 
lobe,  at  the  level  of  the  umbilicus,  was  a  smooth  round  swelling 
about  the  size  of  a  hen's  egg,  giving  an  indistinct  feeling  of 
fluctuation.  There  was  some  tenderness  i>ver  the  liver  in  the 
epigastric  region,  but  none  over  the  tumour. 

Dr.  Churton  asked  Mr.  Mayo  Robson  to  see  the  patient, 
with  a  view  to  performing  cholecystotomy,  as  he  was  rapidly 
running  down,  and  suffered  from  fever  with  occasional  rigors 
and  sweating,  all  of  which  symptoms  were  suggestive  of  sup- 
puration. 

Operation  (December  23). — After  incising  the  parietes  in 
the  right  linea  semilunaris,  the  tumour  was  aspirated,  several 
ounces  of  a  brownish  straw-coloured  fluid  containing  pus-cells 
being  removed.  Very  considerable  haemorrhage  occurred 
during  the  dissection  through  the  parietal  wall,  and  much 
time  was  spent  in  ligaturing  the  bleeding  points  instead  of 
applying  pressure,  as  in  the  last  case.  The  gall-bladder  was 
incised  sufl&ciently  to  admit  the  finger,  and  after  exploration 
it  was  stitched  to  the  abdominal  parieties  with  fine  catgut 
sutures.  On  exploring  the  cavity  of  the  abdomen  several  hard 
nodules  could  be  felt  on  the  liver,  and  a  good  many  adhesions ; 
no  stone  could  be  felt  in  the  bladder  or  bile-ducts.  A  drainage 
tube  was  introduced  through  the  opening  in  the  gall-bladder, 
and  the  abdominal  wound  closed  with  catgut  sutures.  The 
patient  seemed  relieved  for  a  few  days,  the  pain  being  less 
and  the  temperature  lower ;  but  although  the  wound  did  well 
and  the  drainage  of  the  gall-bladder  prevented  any  accumu- 
lation of  fluid,  after  a  few  days  the  old  symptoms  returned — 
irregular  pyrexia  with  chills  and  night-sweats — and  his  appetite 
did  not  improve.  The  sutures  were  removed  on  the  seventh 
day,  when  the  wound,  except  the  opening  into  the  gall-bladder, 
was  healed. 

There  had  been  no  haemorrhage,  no  general  abdominal 
distension,  and  nothing  special  except  a  little  bronchial  catarrh. 
He  returned  to  the  medical  ward,  and  the  old  symptoms 
gradually  brought  about  death  by  exhaustion  on  January  5. 


10  Mr.  Mayo  Robson's  Cases  of  Chohcystotomy. 

Post-mortem  report. — Liver  not  enlarged,  surface  smooth 
but  dull,  and  presents  a  mottled  appearance,  darkish  green 
alternating  with  light  green.  Here  and  there,  clustered  to- 
gether, more  particularly  on  the  upper  surface  of  the  left  lobe, 
are  several  dull  white  patches  not  raised  above  the  surface. 
On  section,  these  patches  seem  to  be  composed  chiefly  of  thick- 
ened peritoneum ;  and  the  liver  substance  beneath  is  whiter 
and  denser  than  in  other  parts ;  nothing  noteworthy  on  the 
under  surface  of  the  right  and  left  lobes.  Pus  present  in  the 
bile  channels  throughout  the  whole  of  the  liver.  Gall-bladder 
enlarged  and  its  walls  considerably  thickened.  There  is  a 
sacculus  off  one  pai||,  as  if  a  stone  had  been  lodged  there;  the 
cystic  duct  appears  dilated,  but  its  opening  into  the  common 
bile-duct  cannot  be  easily  found.  Both  arms  of  the  hepatic 
duct  are  much  dilated,  as  also  is  the  hepatic  duct  itself.  At 
the  junction  of  the  hepatic  duct  with  the  cystic  duct  there  is 
a  large  mass,  about  the  size  of  a  walnut,  of  new  growth.  Its 
attachments  to  the  walls  of  the  duct  are  very  considerable,  and 
there  are  several  nodules  springing  (independent  of  the  main 
mass)  from  the  duct  walls. 

The  common  bile-duct  rapidly  becomes  smaller  in  size 
beyond  the  cancerous  mass,  aud  the  pancreatic  duct  and  com- 
mon bile-duct  open  into  the  duodenum  by  separate  orifices. 

Microscopically  the  growth  was  found  to  be  a  cylindrical 
epithelioma. 

Case  10.  Dropsy  of  gall-bladder  due  to  obstruction  by  gall- 
stones.— Mrs.  C,  set.  41,  was  admitted  to  the  Infirmary,  March, 
1889,  on  account  of  a  tumour  in  the  right  of  the  abdomen 
which  had  been  noticed  rather  more  than  a  month,  although 
she  had  had  dragging  pain  accompanied  by  nausea,  whenever 
she  exerted  herself,  for  about  six  months. 

She  gave  the  history  of  having  had  frequent  attacks  of 
spasms  more  or  less  severe  for  several  years.  Although  her 
general  health  was  not  seriously  impaired,  she  said  she  was 
quite  unable  to  perform  her  household  duties  on  account  of 
the  dragging  pain. 

There  was  no  jaundice  and  no  history  of  her  having  had 
an  attack. 

The  tumour,  which  was  about  the  size  of  a  swan's  egg, 
oval,  smooth,  and  slightly  tender,  moved  up  and  down  during 
respiration,  and  could  be  moved  from  side  to  side  for  several 
inches.  A  diasrnosis  of  distended  gall-bladder  containing 
gall-stones  was  made,  and  operation  advised. 
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March  28. — Cholecystotomy  was  performed^  and  after 
several  ounces  of  straw-coloured  fluid  mixed  with  pus  had  been 
withdrawn,  fourteen  facetted  gall-stones  were  removed  from 
the  cystic  duct,  the  largest  being  the  size  of  a  small  walnut,  the 
smallest  the  size  of  a  pea.  Exploration  within  the  duct  by 
means  of  a  long  probe,  and  outside  the  duct  by  the  finger  in 
the  abdomen,  failed  to  discover  any  further  obstruction. 
A  drainage-tube  was  inserted  into  the  gall-bladder  after  the 
cut  edges  had  been  sutured  to  the  skin.  Bile  appeared  on  the 
dressing  on  the  following  day,  the  drainage-tube  was  removed 
on  the  sixth,  and  the  sutures  on  the  eighth  day. 

No  bile  was  discharged  after  the  ninth  and  the  wound  was 
perfectly  healed  on  the  thirteenth  day  after  operation.  The 
patient  returned  to  her  home  well  on  the  seventeenth  day. 

Case  11.  Frequent  attacks  of  biliary  colic:  no  tumour  :  re- 
moval of  forty-two  gall-stones  :  cure. — Miss  H.,  set.  32,  consulted 
me  two  years  ago  on  account  of  attacks  of  so-called  "  spasms  " 
which  had  distressed  her  frequently  for  six  years.  She  had 
never  been  jaundiced,  and  until  I  saw  her  she  had  no  idea  of 
the  nature  of  her  disease,  although  she  had  frequently  sought 
advice. 

A-n  examination  of  the  faeces,  made  at  my  request  after  a 
rather  severe  seizure,  resulted  in  the  discovery  of  six  facetted 
gall-stones.  Despite  careful  dieting,  the  administration  of 
Carlsbad  water,  and  other  treatment,  the  attacks  recurred  as 
frequently  as  before ;  and  as  her  later  seizures  had  not  re- 
sulted in  the  passage  of  calculi,  I  suggested  that  there  must 
be  one  or  more  large  stones  which  would  not  pass ;  I  therefore 
urged  what  I  had  previously  mentioned  as  advisable,  namely, 
that  she  should  undergo  an  operation.  Dr.  Clifford  Allbutt 
and  Mr.  Wheelhouse  saw  the  case  with  me  and  gave  the  same 
advice. 

On  May  2nd,  I  performed  cholecystotomy  and  removed 
forty-two  gall-stones  from  the  gall-bladder  and  cystic  duct, 
the  sizes  varying  between  a  No.  4  shot  and  a  bean. 

The  suturing  of  the  gall-bladder  in  this  case  is  worth 
noticing,  as  I  think  the  method  may  be  of  service  in  preventing 
a  permanent  fistula.  The  serous  coat  of  the  gall-bladder  was 
sutured  to  the  parietal  peritoneum  and  the  mucous  coat  to  the 
aponeurotic  layer  of  the  abdominal  wall,  thus  leaving  the  skin 
and  subcutaneous  tissue  free  to  granulate  and  close  the 
opening.  The  gall-bladder  contained  about  two  drachms  of 
bile. 
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The  drainage-tube  was  removed  on  the  fourth  day  and  the 
sutures  on  the  sixth. 

The  temperature  and  pulse  were  normal  throughout,  and 
the  patient  was  up  at  the  end  of  a  fortnight.  A  little  bile 
was  discharged  through  the  fistula  for  six  weeks,  when  it 
closed. 

The  patient  has  since  been  quite  well,  and  has  had  no 
recurrence  of  pain. 

Case  12.  Cholelithiasis :  no  tumour :  removal  of  seventy  gall- 
stones.— Mr.  H.,  set.  55,  residing  in  Cumberland,  was  brought 
to  see  me  by  my  friend  Dr.  Black,  of  Harrogate.  He  gave 
the  history  of  having  suffered  from  frequent  and  severe 
attacks  of  "  spasms  "  for  seven  years.  The  attacks,  which 
were  usually  so  severe  as  to  require  the  subcutaneous  injection 
of  morphia  before  relief  could  be  obtained,  were  frequently 
followed  by  jaundice.  During  the  past  year  the  seizures  had 
become  so  frequent  that  the  patient  said  his  life  was  scarcely 
worth  living  at  the  price.  He  had  never  been  able  to  discover 
any  gall-stones  in  the  motions. 

On  examination  in  July,  1889,  he  had  just  recovered  from 
an  attack,  and  was  slightly  jaundiced.  The  liver  seemed  to 
be  a  little  enlarged,  but  no  distinct  tumour  could  be  felt. 
Cholecystotomy  was  advised  as  he  had  apparently  tried  all  the 
usual  remedies,  including  a  course  of  treatment  at  Harrogate. 

On  September  7,  1889,  cholecystotomy  was  performed. 
On  opening  the  abdomen  through  the  upper  part  of  the  right 
linea  semihmaris,  the  viscera  were  found  to  be  matted  to- 
gether, and  the  gall-bladder  could  not  be  seen,  but  could  be 
felt  as  a  hard  lump  lying  under  cover  of  the  liver,  with  the 
omentum  adherent  over  it. 

With  a  little  difficulty,  the  adherent  omentum  was  separated, 
exposing  a  shrunken  gall-bladder  lying  very  deeply ;  this  was 
incised,  and  from  it  and  the  cystic  duct  were  removed  about 
seventy  gall-stones  varying  in  size  from  a  No.  5  shot  to  that  of  a 
small  bean,  the  larger  stones  being  impacted  the  farthest  down 
the  duct. 

By  packing  sponges  round,  the  soiling  of  the  peritoneum 
was  prevented.  With  some  considerable  difficulty  the  parietal 
peritoneum  was  tucked  down  and  sutured  to  the  serous  coat 
of  the  gall-bladder,  the  mucous  membrane  being  stitched  to 
the  abdominal  aponeurosis.  A  drainage-tube  was  introduced 
into  the  gall-bladder  and  the  rest  of  the  wound  brought 
together  by  silk  sutures. 
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Bile  appeared  on  the  dressings  on  the  third  day,  from 
which  time  it  flowed  freely  until  the  beginning  of  the  third 
week,  when  it  gradually  ceased.  Recovery  was  uninterrupted, 
and  Mr.  H.  returned  home  a  month  after  the  operation,  there 
being  only  a  button  of  granulations  over  the  site  of  the  wound. 
He  had  had  no  pain  since  the  operation,  and  said  that  he  felt 
in  better  health  than  he  had  done  for  many  months. 

Case  13.  Cholelithiasis :  no  tumour :  three  gall-stones 
removed. — Mrs.  A.  W.,  get.  41,  was  sent  to  see  me  by  my  friend 
Dr.  Swanu,  of  Batley,  with  a  view  to  the  performance  of  chole- 
cystotomy, as  the  patient  had  been  suffering  for  twelve  months 
from  frequent  attacks  of  "spasms"  followed  by  jaundice, 
after  one  of  which  attacks  facetted  gall-stones  were  found  in 
the  motions.  For  some  years  there  had  been  occasional  attacks 
of  ''  spasms  "  unaccompanied  by  jaundice. 

On  September  26,  1889,  cholecystotomy  was  performed 
and  three  gall-stones  were  removed,  the  gall-bladder  being 
drawn  up  and  stitched  to  the  surface.  Bile  commenced  to 
flow  from  the  time  of  the  operation.  The  drainage-tube  was 
removed  on  the  third  day,  and  the  sutures  were  taken  out  on 
the  seventh. 

The  patient  recovered  without  a  bad  symptom,  and  the 
discharge  of  bile  gradually  diminished. 

Case  14.  Cholelithiasis:  no  tumour:  twelve  gall-stones 
removed. — Mrs.  F.,  set.  34,  was  brought  to  see  me  by  my  friend 
Mr.  Gerald  Coleman,  of  Hemsworth,  on  September  10,  1889, 
with  the  history  that  she  had  been  suffering  from  gall-stone 
attacks  since  October,  1881,  and  that  during  the  first  six 
months  of  the  present  year  she  had  had  no  less  than  fifty-eight 
different  seizures,  the  greater  number  of  them  having  been 
followed  by  jaundice.  In  four  years  she  had  lost  two  and  a 
half  stones  in  weight.  On  two  separate  occasions  she  had 
resided  for  a  time  at  Carlsbad,  and  had  undergone  the  regular 
course  of  treatment,  with  no  material  benefit. 

On  examination  no  tumour  could  be  felt,  but,  as  the  sym- 
ptoms were  so  clearly  due  to  gall-stones,  operation  Avas  advised. 

On  October  10,  1889,  cholecystotomy  was  performed,  and 
a  small  gall-bladder,  no  larger  tlaan  the  last  joint  of  the  thumb 
was  discovered,  lying  deeply  below  the  margin  of  the  liver, 
and  stones  could  be  distinctly  felt  through  the  walls  of  the 
cystic  duct.  The  gall-bladder  was  therefore  incised  and  twelve 
gall-stones  were   removed.      The    finger  passed    outside  the 
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duct  as  far  as  it  would  reacli,  and  a  probe  passed  inside  failed 
to  discover  other  concretions.  Now  came  the  diflBcult  part  of 
the  operation,  for  it  seemed  to  be  almost  impossible  to  shut 
out  the  peritoneal  cavity.  This,  however,  was  accomplished  at 
the  upper  part,  by  bringing  down  the  parietal  peritoneum  and 
suturing  it  to  the  upper  border  and  sides  of  the  wound  in  the 
gall-bladder ;  but  the  lower  part  of  the  opening  it  was  found 
impossible  to  occlude  in  this  way,  as,  owing  to  its  depth  and 
the  friability  of  the  gall-bladder,  the  slightest  strain  on  the 
stitches  caused  them  to  tear  away. 

I  therefore  seriously  contemplated  having  to  perform 
cholecystectomy,  but  a  piece  of  omentum  bulging  into  the  lower 
end  of  the  wound  suggested  to  my  mind  another  plan,  and 
that  was  to  use  the  omentum  as  a  plug,  by  stitching  it  around 
the  wound  in  the  gall-bladder  and  to  tlie  parietal  peritoneum 
after  the  drainage-tube  had  been  introduced  into  the  gall- 
bladder. By  this  means  the  general  peritoneal  cavity  was 
completly  shut  off,  and  the  rest  of  the  wound  was  closed  by 
catgut  sutures. 

Fi'om  the  time  of  operation  all  pain  ceased,  and  the 
patient's  skin  began  to  loose  its  icteric  tinge. 

The  temperature  never  exceeded  the  normal,  and  the 
wound,  except  the  drainage  opening,  healed  by  first  intention. 

The  drainage-tube  opening  still  discharges  a  little  slightly 
bile-tinged  mucus  at  the  end  of  a  fortnight.  Mrs.  F.  says  she 
is  feeling  better  than  she  has  done  for  a  long  time. 

Remarhs. — Each  of  the  foregoing  cases  presents  individual 
points  of  interest,  although  the  fourteen  may  be  broadly 
divided  into  two  classes,  simple  and  malignant ;  and  the  simple 
may  be  again  considered  in  two  series  :  in  one  cholecystotomy 
was  performed  in  the  presence  of  a  distinct  tumour  capable  of 
being  felt  through  the  abdominal  walls;  in  the  other,  the 
operation  was  performed  on  the  strength  of  certain  symptoms 
which  pointed  to  gall-stones,  there  being  at  the  time  an  entire 
absence  of  physical  signs.  In  the  paper  which  I  read  in  1885, 
I  remarked  that  there  were  many  cases  of  frequently  recurring 
biliary  colic,  without  the  presence  of  a  tumour,  where  chole- 
cystotomy would  in  future  be  adopted  as  a  relief  to  suffering 
and  as  a  preventive  of  the  many  dangers  of  cholelithiasis, 
such  as  biliary  toxaemia,  rupture  of  the  ducts,  suppuration, 
and  ulceration  into  neighbouring  cavities  ;  and  although  I 
had  not  then  performed  the  operation  in  such  a  case,  I  felt 
prepared  to  do  it  should  the  occasion  arise.     Although  it  was 
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suggested  that  there  would  be  great  difficulty  in  suturing  a 
non-distended  gall-bladder  to  the  abdominal  wall^  the  marked 
relief  given  in  Cases  7,  11,  12,  13,  and  14,  would  certainly 
encourage  me  to  perform  the  operation  in  future,  when  the 
symptoms  were  defined  and  persistent,  despite  the  absence  of 
physical  signs. 

A  vertical  incision  commencing  at  the  ninth  costal  cartilage 
is  employed,  and  on  passing  the  finger  to  the  under  surface  of 
the  liver,  there  is  no  difficulty  in  finding  the  gall-bladder,  nor 
in  opening  it  and  removing  the  gall-stones,  the  only  difficulty 
experienced  being  in  tucking  down  the  parietal  peritoneum 
to  make  it  reach  the  opening  in  the  gall-bladder  to  which  it 
is  sutured. 

In  Case  14,  where  this  could  not  be  done,  a  piece  of  omen- 
tum was  drawn  up  and  fixed  between  the  parietal  peritoneum 
and  the  lower  edge  of  the  opening  in  the  gall-bladder,  thus 
closing  the  general  peritoneal  cavity. 

In  the  other  group  of  cases,  seven  in  number,  there  were 
two  in  which  the  gall-bladder  was  distended  with  clear  fluid, 
the  distension  being  due  to  organic  stricture  of  the  cystic  duct 
caused  by  gall-stones;  in  three,  the  gall-bladder  was  also 
distended  with  clear  fluid,  but  in  these  cases  the  distension 
was  dependent  on  impacted  gall-stones,  whilst  in  one  the  cause 
could  not  be  clearly  made  out,  but  was  probably  due  to  the 
contraction  of  bands  of  lymph  outside  the  ducts. 

The  case  of  empyema  of  the  gall-bladder  CXo.  3),  was 
operated  on  at  a  time  when  the  patient  was  extremely  ill  with 
peritonitis,  and  although  there  was  jaundice,  it  was  of  quite 
recent  date.  The  adhesions  were  so  extensive  and  the  parts 
were  so  matted  together,  that  a  careful  exploration  of  the  duct 
could  not  be  made  from  within  the  abdominal  cavity,  although 
a  probe  was  passed  as  far  up  the  cystic  duct  as  its  junction 
with  the  common  bile  channel.  Bands  of  lymph  crossed  the 
ducts,  and  may  account  for  the  complete  blocking  of  the  canal, 
and  for  the  persistent  biliary  fistula.  This  patient  during  the 
fifteen  months  of  the  existence  of  her  fistula,  which  I  ultimately 
closed  by  cholecystenterostomy,  willingly  submitted  herself 
to  a  series  of  observations  which  should  help  to  throw  light 
on  the  physiology  of  the  secretion  of  the  bile  and  on  biliary 
therapeutics. 

The  second  case  of  suppurating  gall-bladder  (Case  4)  pre- 
sents several  points  of  interest.  When  the  abdomen  was 
opened,  the  tumour  apjieared  to  be  perfectly  solid,  the 
omentum,    stomach,  gall-bladder,   and  liver  forming  a  hard, 


16  Mr.  Mayo  Robson's  Gases  of  Ghulecystotomy. 

dense  swelling.  So  much  did  it  look  like  malignant  disease, 
that  I  had  almost  decided  to  close  the  opening  without 
further  exploration,  but  on  a  second  consideration,  I  decided 
to  insert  an  exploring  syringe,  especially  as  my  colleague  Dr. 
Churton  who  was  present,  and  who  had  diagnosed  the  case  as 
one  of  gall-stones,  said  that  he  had  seen  cases  in  the  post- 
mortem room  looking  much  like  this,  where  the  disease  was 
simply  inflammatory.  The  first  punctures  over  the  centre  of 
the  hard  mass  only  withdrew  sanious  fluid,  but  the  second 
puncture  through  the  thin  edge  of  the  liver  revealed  pus. 
The  tissues  between  the  gall-bladder  and  liver  were  so  friable 
as  to  easily  break  down,  and  it  was  with  some  little  difficulty 
that  the  pus  was  prevented  from  soiling  the  general  peritoneal 
cavity ;  after  two  large  gall-stones  had  been  removed  from  the 
cystic  duct,  a  great  difficulty  arose  as  to  how  this  irregular 
friable  opening  was  to  be  shut  off  from  the  peritoneum,  as  it 
was  found  that  sutures  would  not  hold ;  this  was  effected  by 
inserting  a  rubber  drainage-tube  and  packing  the  opening 
round  it  with  aseptic  sponges  which  were  changed  frequently. 

In  the  fourth,  fifth,  and  sixth  cases  large  gall-stones  im- 
pacted in  the  cystic  duct  were  with  difficulty  removed,  the 
operation  being  aided  by  forceps  within  the  duct  grasping  the 
stone  and  by  the  fingers  within  the  peritoneal  cavity  gradually 
working  the  stone  forward. 

In  three  cases  out  of  the  fourteen  a  fistula  remained,  but 
in  the  others  the  wound  healed  kindly.  The  fistula  in  the 
first  case  was  ultimately  cured  by  removal  of  the  gall-bladder; 
in  the  second  case  the  discharge  of  clear  fluid  gives  so  little 
trouble  that  the  patient  does  not  think  it  worth  while  to  have 
a  further  operation ;  in  the  third  case,  the  biliary  fistula  has 
been  cured  by  cholecystenterostomy.  With  regard  to  the 
danger  of  biliary  fistula,  Mr.  Lawson  Tait  remarked  "  that 
biliary  fistula  after  cholecystotomy  can  only  be  present  when 
the  operation  happens  to  have  been  performed  at  a  time  when 
a  gall-stone  was  impacted  in  the  common  duct."  I  believe 
this  to  be  generally  true,  as  proved  by  Mr.  Tait's  cases,  but  in 
the  only  case  of  biliary  fistula  which  has  followed  the  operation 
in  my  own  hands  the  cause  was  apparently  other  than  gall- 
stones as  on  performing  the  operation  for  closure  of  the  fistula 
I  carefully  examined  the  common  duct,  and  could,  find  no  ob- 
structing calculus. 

In  the  malignant  cases,  which  were  accompanied  by  intense 
jaundice,  the  obstruction  in  Case  8,  not  only  of  the  common 
bile-duct  but  of  the  pancreatic  duct,  was  dependent  on  scirrhus 
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of  the  liead  of  the  pancreas.  In  this  case  death  occurred  in 
the  second  week,  being  due  to  hsemorrhage  from  the  interior 
of  the  gall-bladder  and  from  the  suture  openings ;  but  there 
was  no  sign  of  septic  trouble  or  of  peritonitis.  The  case 
forcibly  illustrates  the  danger  of  operating  in  the  presence 
of  persistent  jaundice,  and  bears  out  the  observation  made  by 
Mr.  Lawson  Tait,  that  where  there  is  persistent  jaundice  there 
is  always  a  strong  suspicion  of  malignant  disease.  In  this 
example  the  sudden  onset  of  the  pain  which  was  immediately 
followed  by  jaundice,  and  the  persistent  slowness  of  the  pulse, 
led  one  to  believe  it  to  be  a  case  of  cholelithiasis  and  not  of 
cancer. 

In  Case  9  the  cause  of  the  obstruction,  "  malignant  disease, 
growing  into  the  common  bile-duct  and  distending  it,"  is  of 
very  great  pathological  interest ;  and  the  question  arises.  Can 
the  growth  have  been  originally  due  to  the  irritation  of  gall- 
stones ?  Although  operation  did  not  prolong  life  materially, 
it  gave  some  relief,  and  the  patient  gradually  succumbed  to 
the  original  symptoms,  three  weeks  after  the  cholecystotomy 
had  been  done. 

It  is  interesting  to  note  that,  although  the  jaundice  was  as 
intense  as  in  Case  8,  there  was  no  hsemorrhage,  either  at  the 
time  or  afterwards.  In  this  case  all  bleeding  points  were 
ligatured,  and  pressure-forceps  were  not  employed ;  this,  I 
believe,  explains  the  different  course  of  events. 

Strict  antiseptic  precautions  were  observed  in  all  the  oper- 
ations, and  in  no  case  did  any  anxiety  arise  from  distension, 
pain,  or  other  untoward  symptom.  Sedatives  were  not 
required,  and  all  the  patients  who  had  not  malignant  disease 
made  uninterrupted  recoveries. 

I  fear  that  in  entering  into  details  my  paper  has  assumed 
too  great  a  length,  but  I  feel  that  it  is  only  by  a  detailed  de- 
scription that  such  a  paper  can  be  of  any  service  to  those  who 
have  to  attack  similar  cases ;  and  this  must  be  my  excuse  for 
a  want  of  brevity. 

In  conclusion,  it  seems  to  me  that  with  due  care  chole- 
cystotomy, in  the  absence  of  malignant  disease,  is  a  procedure 
attended  with  comparatively  little  danger,  and  that  the  great 
relief  which  the  operation  confers  amply  compensates  for  the 
attendant  risk. 
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II. — A  case  of  PoWs  Fracture  ivith  fracture  of  the 
astragalus,  followed  by  symptoms  of  tetanus,  lohich 
subsided  after  removal  of  the  displaced  fragment. 
By  Walter  Rivixgton.     Bead  November  8,  1889. 

THOMAS  S.,  aet.  27^  labourer,  fell  from  a  scaffolding  to  the 
ground,  a  distance  of  about  fourteen  feet,  on  October  25, 
1887.  Being  unable  to  rise,  lie  was  picked  up  and  conveyed 
to  the  London  Hospital,  where  he  was  admitted  as  an  in- 
patient. He  had  a  lacerated  eyebrow  and  a  Pott's  Fracture 
on  the  left  side,  the  inner  malleolus  being  broken  off  and 
apparently  displaced.  The  limb  was  put  upon  a  splint  and 
between  sandbags,  whilst  an  icebag  was  applied  to  the  foot. 
Great  swelling  of  the  part  supervened,  followed  by  suppura- 
tion and  breaking  down  of  the  tissues  in  front  of  the  ankle- 
joint.  Ultimately  this  destructive  process  resulted  in  the  ex- 
posure of  a  fragment  of  bone,  as  to  the  identity  of  which 
some  doubt  at  first  prevailed,  but  which  the  sequel  showed 
was  the  astragalus  broken  and  displaced.  This  was  the 
course  of  events  up  to  November  20,  when  the  patient  became 
feverish  and  vomited  several  times.  The  next  day  the  tem- 
perature rose  to  105°,  and  a  red  blush  with  a  well-defined 
margin  extended  over  the  foot  and  half  way  up  the  leg.  The 
tissues  over  the  displaced  bone  were  beginning  to  slough. 
The  patient  did  not  complain  of  much  pain  in  the  limb,  but 
said  that  his  head  felt  very  bad.  He  was  removed  to  the 
erysipelas  ward,  and  it  was  intended  as  soon  as  the  erysipelas 
had  subsided,  to  explore  the  ankle  and  remove  any  loose  or 
displaced  fragments.  On  Thursday,  November  24,  my  House 
Surgeon,  Mr.  Thomas,  came  across  to  me  at  the  Medical  College 
at  the  conclusion  of  my  surgical  lecture,  and  asked  me  to 
come  and  see  the  patient,  as  he  exhibited  symptoms  of  com- 
mencing tetanus.  I  found  that  there  had  been  some  stiffness 
about  the  muscles  of  the  neck  and  jaw,  with  slight  twitching 
of  the  facial  muscles ;  that  the  patient  exhibited  a  risus  sar- 
donicus,  and  that  the  abdominal  muscles,  especially  the  recti, 
were  hard  and  rigid.  As  the  tendons  and  tissues  around  the 
ankle-joint  were  evidently  in  a  state  of  tension,  and  a  free  exit 
for  discharge  was  desirable,  I  had  the  patient  placed  under  an 
anaesthetic  and  enlarged  the  wound  in  front  of  the  inner  malleo- 
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lus.  I  then  ascertained  that  the  astragalus  was  displaced  and 
twisted,  so  that  the  ti'ochlear  surface  articulating  with  the 
tibia  looked  forwards,  and  was  lying  close  to  the  skin.  It 
was  readily  removed  with  lion  forceps,  and  proved  to  be  not 
the  entire  astragulus,  but  the  whole  of  the  bone  with  the 
exception  of  the  calcaneal  articulating-  surface.  The  body  of 
the  bone  had  been  fractured  transversely  below  the  lateral 
facets.  As  the  remainder  of  the  bone  was  in  situ,  I  did  not 
think  it  necessary  to  remove  it. 

The  cavity  was  well  washed  out  with  an  antiseptic  lotion 
and  iodoform  dusted  into  it.  On  the  25th  there  was  little  sup- 
puration. The  erysipelatous  blush  extended  six  inches  above 
the  inner  ankle,  and  had  a  well-defined  margin.  The  pulse 
was  small,  hard,  and  140  ;  the  respirations  48.  Twitching  of 
the  facial  muscles  was  well  marked,  and  most  pronounced 
when  the  patient  attempted  to  speak.  He  could  open  his 
mouth,  and  there  was  no  rigidity  of  the  muscles  of  the  neck. 

The  risus  was  disappearing  and  the  hardness  of  the  abdo- 
minal muscles  was  not  so  noticeable.  Twitching  of  the  facial 
muscles  ceased  on  the  28th,  and  the  temperature,  pulse,  and 
respiration  were  falling.  On  December  5  he  was  considerably 
better ;  there  was  very  little  redness  about  the  leg,  and  the 
oedema  and  swelling  had  diminished.  Some  discharge  con- 
tinued. On  the  18th  the  temperature  was  normal,  all  redness 
and  oedema  had  gone,  and  the  wound  was  granulating.  On 
January  11,  1888,  the  wound  had  almost  healed,  and  the 
general  health  was  good.  A  gum  and  chalk  stocking  was 
applied  to  the  leg.  On  January  28  the  patient  was  discharged. 
When  seen  some  weeks  later  he  had  a  useful  foot. 

Remarks. — Displacement  of  the  astragalus  appears  to  have 
an  aptitude  for  occasioning  tetanus.  Mr.  Bryant  states  that 
"in  1845  Mr.  Key  amputated  a  leg  on  account  of  tetanus 
which  had  appeared  six  days  after  an  unreduced  dislocation 
of  the  astragalus ;  the  symptoms  disappeared  at  once  after 
the  operation.  On  dissecting  the  foot,  the  posterior  tibial 
nerve  was  found  to  have  been  put  violently  on  the  stretch  by 
the  projecting  astragalus.""^  After  referring  to  this  case,  Mr. 
Holmes  observes :  "  I  have  seen  at  least  one  similar  case."t 
If  this  means  that  amputation  of  the  leg  for  tetanus  following 
after  a  dislocated  astragalus  saved  at  least  one  other  patient, 
it  indicates  that  tetanus  occurring  under  such  circumstances 
is  much  more  amenable  to  removal  of  the  source  of  irritation 

*  Manual  of  the  Practice  of  Surgery,  vol.  i,  p.  297. 
f  Surgery,  its  Principles  and  Practice,  5th  edit.,  p.  74. 
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than  it  usually  is  when  resulting  from  other  traumatic  causes. 
Like  most  surgeons  of  experience,  I  have  frequently  seen 
active  measures  like  amputation,  nerve-section,  nerve-stretch- 
ing, and  local  measures  fail. 

The  possible  causes  of  tetanus  comprise  nerve-irritation, 
nerve-tension,  nerve-inflammation  spreading  to  the  spinal 
cord  and  medulla,  tension  of  muscles,  and  blood  poisoning. 
Displacement  of  the  astragalus  stretches  both  the  muscles 
round  the  ankle-joint  and  the  nerves,  especially  the  posterior 
tibial.  That  tension  of  muscles  occasions  muscular  contrac- 
tion is  shown  by  the  phenomenon  of  ankle-clonus,  but  such 
contraction  would  appear  to  be  limited  to  the  muscles  directly 
implicated,  and  the  irritation,  so  far  as  I  know,  cannot  be  propa- 
gated to  the  voluntary  muscles  generally.  We  may  therefore 
exclude  it  as  a  cause  of  tetanus  in  displacement  of  the  astra- 
galus. Nerve  tension  seems  to  be  a  more  probable  cause, 
and,  if  it  be  admissible  as  the  cause  here,  there  would  be 
reason  to  believe  that  the  variety  of  tetanus  thus  produced  is 
of  that  slowly  culminating  or  chronic  kind  which  supplies  the 
recoveries  from  this  dangerous  affection.  This  would  account 
for  the  symptoms  disappearing  so  readily  after  amputation  or 
excision. 

At  the  same  time  the  condition  of  the  parts  in  my  own  case 
was  quite  compatible  with  the  symptoms  being  due  to  absorp- 
tion of  some  alkaloidal  substance  of  a  poisonous  nature,  the 
excision  of  the  astragalus  allowing  of  thorough  cleansing  and 
drainage  of  the  wound.  The  close  resemblance  of  tetanus  to 
poisoning  by  strychnia,  and  the  symmetry  of  the  spasms  are 
more  readily  comprehensible  on  this  theory  than  on  that  of 
unilateral  nerve  tension  or  nerve  irritation  or  inflammation 
propagated  to  the  spinal  cord.  Moreover,  the  observations  and 
experiments  of  surgeons  and  pathologists,  both  abroad  and  in 
this  country,  are  all  but  conclusive  that  tetanus  is  due,  either 
directly  or  indirectly  by  the  production  of  ptomaines,  to  the 
agency  of  a  special  micro-organism.  Excision  of  the  dis- 
placed bone  in  a  case  of  tetanus,  if  practised  quite  early,  seems 
to  me  to  be  preferable  to  amputation,  as  it  leaves  a  useful  leg 
and  foot ;  but  when  the  disease  is  fully  established  it  may 
perhaps  be  considered  safer  to  perform  amputation.  I  have 
performed  excision  of  the  astragalus  in  several  traumatic  cases 
with  excellent  results. 
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III. — A  case  of  7'ecent  dislocation  backtuards,  at  the 
elbow  of  both  bones  of  the  forearm,  irreducible  from 
the  loiver  end  of  the  humerus  being  held,  like  a  button, 
bij  a  rent  in  the  anterior  ligament.  By  W.  G. 
Spencek.     Bead  November  8,  1889. 

AH.,  a  boy  get.  10,  was  knocked  down  by  a  carriage  in 
•  the  street,  on  October  25,  1888.  Mr.  J.  J.  Oakman,  of 
Battersea,  saw  the  patient  before  any  swelling  had  taken  place, 
and  found  a  dislocation  of  both  bones  backwards  at  the  left 
elbow.  He  tried  reduction  without  and  with  chloroform ; 
and  after  a  week,  on  October  80,  he  tried  again  under  chloro- 
form, using  a  considerable  amount    of  force. 

On  October  31  Mr.  Oakman  brought  the  boy  to  West- 
minster Hospital.  The  elbow  was  swollen,  the  limb  slightly 
flexed  and  semi-pronated,  without  active  movement  at  the 
elbow  and  with  scarcely  any  passive  movement.  I  tried 
reduction  under  chloroform  both  by  Astley  Cooper's  method* 
and  then  by  that  of  Liston,t  except  that  with  the  latter  the 
patient  was  supine  and  not  prone.  The  bones  appeared  most 
firmly  fixed.  The  greatest  amount  of  force  used  was  that  of 
two  dressers  pulling  one  way  and  two  making  counter-exten- 
sion. It  seemed  to  me  that  further  force  would  cause  the 
lower  epiphysis  of  the  humerus  to  separate.  Considerable 
force  had  also  to  be  applied  to  flex  the  limb  at  all,  and  before 
it  came  up  to  a  right  angle,  a  small  crack  was  felt  over  the 
olecranon,  which  I  found  at  a  later  stage  to  have  resulted 
from  an  incomplete  fracture  at  the  epiphysis  of  the  olecranon. 

After  two  weeks  in  bed  the  swelling  had  gone,  the  joint 
was  fixed  at  an  angle  of  about  150°,  without  active  or  passive 
movements,  and  my  colleagues  agreed  with  me  that  if  left 
alone  the  limb  would  be  useless. 

On  November  13,  three  weeks  after  the  injury,  I  made  a 
vertical  incision  into  the  joint  through  the  triceps,  above  the 
tip  of  the  olecranon,  with  the  idea  that  if  the  head  of  the  radius 
were  grasped  by  a  band  I  might  divide  it  with  a  blunt-topped 
bistoury.  Having  found  nothing,  the  periosteum  was  raised 
and  the  olecranon  cut  off.     The  head  of  the  radius  was  quite 

*  CoopLT,  Sir  Astlcv,  Dislocafioiit,  1822,  1st  edit.,  p.  468. 
t  Listou,  Practical  Surgery.  181G,  p.  120. 
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free,  rotating  easily  in  the  lesser  sigmoid  cavity;  it  did 
not  appear  to  be  fixed  in  any  way  against  the  back  of 
the  external  condyle ;  the  head  had  pushed  before  it  the 
orbicular  ligament  without  perforating  it.  The  ulna  was 
firmly  applied  to  the  back  of  the  humerus;  the  beak  at 
the  lower  end  of  the  great  sigmoid  cavity  was  not  wedged 
into  the  olecranon  fossa,  but  the  coronoid  process  was  held 
firmly  against  the  back  of  the  trochlea,  and  no  attempts  at 
reduction  made  by  my  assistants  moved  it.  The  rest  of  the 
sigmoid  cavity,  including  the  beak  at  the  lower  end,  was  cut 
olf,  and  a  ligamentous  baud  then  appeared  to  view,  stretching 
across  the  back  of  the  humerus  at  the  level  of  the  olecranon 
fossa,  the  band  being  attached  at  its  middle  to  the  front  of 
the  upper  part  of  the  coronoid  process.  When  my  assistants 
made  attempts  at  reduction  by  Astley  Cooper's  and  Liston's 
methods,  the  band  fixed  the  ulna  more  tightly  to  the  back  of 
the  humerus  ;  on  pushing  the  extended  forearm  upwards,  in 
the  longitudinal  axis  of  the  arm,  the  band  became  looser,  and 
by  using  an  elevator  passed  under  the  baud  as  a  lever  with 
the  fulcrum  on  the  trochlea,  the  band  was  raised  and  pushed 
over  the  lower  end  of  the  humerus,  and  so  the  dislocation  was 
reduced.  The  finger  could  now  be  passed  to  the  front  of  the 
humerus,  owing  to  the  removal  of  the  great  sigmoid  cavity ; 
the  band  evidently  formed  part  of  a  horizontal  rent  in  the 
anterior  ligament.  The  external  and  internal  condyles  had 
not  yet  fully  developed  the  prominences  they  have  in  the  adult. 

The  limb  was  put  on  a  rectangular  splint,  and  the  wound,  as 
far  as  any  communication  with  the  joint  was  concerned,  closed 
by  first  intention.  The  centre  of  the  skin  incision  over  the 
former  position  of  the  olecranon  gaped  a  little,  and  healed  by 
second  intention.  Passive  movement  was  commenced  after 
three  weeks,  but  after  the  boy  left  the  hospital  his  pai-ents 
did  not  keep  up  active  and  passive  motion.  He  came  back  on 
three  several  occasions  with  the  forearm  semi-extended ;  on 
the  first  two,  the  limb  was  moved  freely  under  gas  ;  on  the 
third,  the  arm  was  flexed  on  a  rectangular  splint ;  and  when 
seen  after  two  months,  the  elbow  was  at  a  right  angle  with 
movement  through  about  forty-five  degrees. 

Cadaveric  experiments. — Two  procedures  have  been  em- 
ployed to  produce  this  dislocation  on  the  dead  body. 

1.  Roser"^  used  over-extension  of  the  forearm  on  the  arm. 
The  radius  was  found  to  separate  from  the  capitellum,  and 
move  backwards.     The  olecranon  process  of  the  ulna  formed 

*  Roser,  Archivf.  Physiologische  Seilkunde,  1844,  p.  185. 
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the  fulcrum  of  a  lever,  whicli  separated  the  trochlea  from  the 
great  sigmoid  cavity.  Flexion,  combined  with  a  slight  pressure 
upwards  of  the  forearm,  then  produced  the  dislocation  back- 
wai'ds,  for  the  head  of  the  radius  lodged  behind  the  capitellum, 
and  prevented  the  ulna  from  slipping  into  its  place  again,  as 
it  otherwise  might  do.  By  this  method  the  lateral  ligaments 
are  stretched,  and  if  great  violence  is  used  they  may  be  com- 
pletely ruptured.  The  anterior  ligament  is  also  stretched  on 
hyper-extension,  and  may  tear  transversely  with  the  anterior 
filares  of  the  internal  lateral  ligament.  The  orbicular  ligament 
is  more  likely  to  escape  being  torn.  Some  of  the  fibres  of 
the  brachialis  anticus  may  be  torn  when  much  force  is  used. 
In  some  experiments  the  lower  end  of  the  humerus  has  caused 
some  difficulty  in  reduction  by  passing  through  a  rent  in 
the  anterior  ligament. 

2.  Malgaigne"^  produced  the  dislocation  by  abducting  the 
forearm,  so  as  to  rupture  the  internal  lateral  ligament,  and 
then  rotating  inwards.  But  I  think  that  it  is  a  general  opinion 
that  the  method  employed  by  Malgaigne  produces  primarily 
a  lateral  dislocation,  and  that  the  posterior  dislocation  is 
consecutive. 

Accidents  causing  the  dislocation. —  (1)  Falls  on  the  hand, 
i.  e.  the  same  mechanism  as  the  production  on  the  cadaver  by 
over-extension ;  (2)  falls  on  the  elbow  and  the  inner  side 
of  the  forearm.  Malgaigne  supported  this  view,  and  illus- 
trated the  mechanism  by  the  experiments  above  mentioned. 
The  caset  is  recorded  of  a  man  going  down  into  a  cellar, 
holding  a  glass  in  his  hand ;  he  fell  and  dislocated  the  elbow 
corresponding  to  the  hand  which  continued  to  hold  the  un- 
broken glass. 

Direct  violence  has  produced  the  dislocation,  a  blow  on  the 
front  of  the  upper  third  of  the  forearm,  a  kick  on  the  back  of 
the  humerus,  especially  when  the  hand  and  forearm  are  fixed. 

In  either  case,  whether  by  a  fall  on  the  hand  or  on  the 
elbow  and  inner  side  of  forearm,  the  dislocation  may  be 
regarded  rather  as  one  of  the  lower  end  of  the  humerus 
forwards.  BichatJ  has  thus  described  the  humerus  as  a 
lever  of  the  first  order,  the  force  being  applied  at  the  head, 
the  fulcrum  being  the  olecranon,  and  the  capsule  and  the 
tendon  of  the  brachialis  anticus  the  resistance.  The  weight 
of  the  body  acts  as  the  force   and  carries  the  head  of  the 

*  Malgaigne,  Traite  des  Fractures  et  des  Luxations,  1855,  t.  ii,  p.  573. 
+  Ringaud,  Diet.  Encyclop.  des  Sciences  Medicales,  Paris,  1878,  p.  486. 
X  Bichat,  DessauUs  (Euvres  Chirurgicales,  Paris,  1813,  t.  i,  p.  384,  note. 
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humerus  downwards  and  backwards^  consequently  tlie  lower 
end  of  the  humerus  passes  forwards  and  upwards. 

I  have  not  found  any  other  case  recorded  in  which  the 
irreducible  character  of  a  recent  dislocation  of  both  bones  of 
the  forearm  backwards  has  been  ascribed  to  the  cause  which 
existed  in  this  case.  Hamilton,  Listen,  and  others  have 
mentioned  cases  in  which  no  force  could  cause  reduction,  but 
the  actual  hindrance  remained  unknown  because  the  unre- 
duced limb  was  allowed  to  become  fixed  in  that  condition  at 
a  right  angle.  Compound  dislocations  have  been  examined, 
but  from  the  severity  of  the  injury  all  the  ligaments  have 
been,  for  the  most  part,  torn,  and  no  obstruction  to  reduction 
has  been  present. 

A  case^  under  Prof.  Michaux,  of  Louvain,  is  the  nearest 
approach  to  mine  which  I  have  met  with.  A  man  of  18  fell 
on  his  hand  and  sustained  a  simple  dislocation  of  both  bones 
outwards  ;  after  the  first  attempt  at  reduction  it  became  a 
backward  one.  Repeated  and  forcible  attempts  at  reduction 
were  made.  Signs  of  gangrene  appeared  on  the  third  day 
after  the  accident,  and  amputation  was  done  on  the  ninth  day. 
The  radial  pulse  had  been  felt  on  the  first  day,  but  not  after 
the  attempts  at  reduction.  The  tendons  of  the  brachialis 
anticus  and  biceps  were  behind  the  external  condyle.  The 
radial  artery  and  median  nerve  were  likewise  behind  the 
external  condyle,  and  both  were  ruptured.  The  lower  end  of 
the  humerus  was  close  under  the  skin  in  front. 

Conclusion. — In  this  case,  therefore,  both  Cooper's  and 
Listen's  methods  of  reducing  a  recent  backward  dislocation 
tightened  the  rent  in  the  anterior  ligament  by  which  the  lower 
end  of  the  humerus  was  grasped,  and  any  greater  force  would 
probably  have  torn  off  the  lower  epiphysis  of  the  humerus. 

No  subcutaneous  tenotomy,  such  as  was  employed  by 
Dieffenbach,  Listen,  and  Maissonneuve  could  have  reached 
the  hand. 

When  a  dislocation  has  proved  irreducible,  the  limb  has 
been  fixed  with  the  forearm  at  a  right  angle  to  the  arm,  and 
a  fairly  useful  limb  has  been  obtained.  Active  treatment  was 
indicated  in  this  case  because  the  limb  was  extended,  and 
when  an  attempt  to  bring  the  elbow  to  a  right  angle  was 
made  the  olecranon  partly  fractured.  There  did  not  seem  to 
be  any  reason  for  removing  the  lower  end  of  the  humerus, 
which  had  yet  to   grow.     Doubtless  movement  would  have 

*  Debruyn, "  Memoire  sur  les  Luxations  du  Coude,"  Annates  de  la  Chirurgie. 
1843,  t.  is,  p.  66. 


Mr.  Spencei-'s  Gase  of  Dislocation  at  the  Elbow.         29 

been  more  free,  but  as  it  was,  there  was  movement  to  the 
full  extent  at  first,  if  passive  and  active  motion  had  only  been 
persisted  in. 

The  undeveloped  condition  of  the  condyles  caused  the 
lower  end  of  the  humerus  to  have  less  breadth,  compared  with 
what  is  found  in  the  adult,  and  thus  suggests  how  the  lower 
end  of  the  humerus  could  pierce  the  anterior  ligament  with- 
out tearing*  it  completely. 

The  patient  was  shown  to  the  members  of  the  Society. 
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IV. — A  case  of  Paroxysmal  Methxmoglohinuria.     By  E. 
A.  Barton.     Head  November  8,  1889. 

SINCE  Dr.  Stephen  Mackenzie's  admirable  paper  on  Parox- 
ysmal Haemoglobinuria,  published  in  the  Lancet  four  years 
ago,  additions  to  the  number  of  cases  of  this  kind  have  been 
so  few  that  the  following  may  not  be  devoid  of  interest.  I 
am  indebted  to  Dr.  Ringer  for  permission  to  publish  the 
case. 

C.  M.,  £et.  39,  formerly  in  the  army,  came  to  the  University 
College  Hospital  complaining  of  passing  bloody  urine  at 
intervals  with  shivering.  He  was  born  at  Malta,  came  to 
England  when  6  years  old,  enlisted  at  14,  and  went  to  Ireland. 
At  21  he  went  to  India,  and  was  stationed  in  the  Central 
Provinces,  where  he  had  dysentery  and  ague.  At  29  he  went 
to  Burmah,  returning  to  India  at  the  age  of  33,  to  a  hill 
station  where  his  first  attack  came  on. 

There  is  a  history  of  primary  and  secondary  syphilis,  and 
many  of  the  recorded  cases  appear  to  have  suffered  from  ague 
or  syphilis.  He  was  also  in  Madras  Lunatic  Asylum.  There 
is  nothing  in  the  family  history  bearing  on  the  disease. 

In  describing  his  first  attack  he  says  he  was  out  walking 
with  some  friends,  the  season  being  cold,  and  getting  heated 
with  walking  he  sat  down  to  rest,  when  suddenly  he  began  to 
shiver,  his  fingers  turning  blue  and  cold,  and  his  face  became 
pinched,  so  that  his  friends  remarked  his  aspect.  The  shivering 
commenced  with  numbness  in  the  feet  and  legs,  followed  by 
a  feeling  of  intense  cold  in  the  lower  extremities,  gradually 
creeping  up  to  the  trunk  and  lasting  an  hour.  He  experi- 
enced during  this  time  shooting  and  stabbing  pains  in  the 
lumbar  region.  He  thought  he  was  having  another  attack  of 
ague,  as  the  shivering  was  precisely  the  same.  After  an  hour 
he  got  up  and  walked  home  without  assistance,  and  while 
going  home  he  passed  some  "black"  urine.  When  he  got 
home  he  went  to  bed,  where  he  fell  into  a  perspiration,  and 
after  having  passed  some  more  dark  urine  he  fell  asleep  for  a 
few  hours,  and  woke  feeling  quite  well.  A  few  days  after- 
wards he  had  another  attack,  commencing  and  ending  in  a 
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precisely  similar  manner.  He  says  that  lie  never  lias  an 
attack  without  exposing  himself  to  cold,  that  he  nearly  always 
sweats  afterwards,  and  that  the  attack  is  more  severe  if  he 
does  not  sweat.  The  fits  seldom  last  more  than  twelve  hours, 
but  on  one  occasion  they  lasted  for  two  days.  Those  which 
occurred  while  under  observation  did  not  last  nearly  as  long, 
usually  about  six  hours.  Each  had  much  the  same  character, 
commencing  with  numbness  in  feet  and  legs  extending  to 
trunk,  pain  in  the  back,  and  shivering.  This  was  followed  by 
the  passage  of  a  small  quantity  of  very  dark  urine.  He  then 
felt  drowsy  and  went  to  bed,  where  he  sweated,  but  not  very 
profusely,  and  after  a  few  hours'  sleep  he  woke  feeling  quite 
well. 

All  his  organs  were  healthy  except  for  slight  enlargement 
of  the  liver. 

He  went  out  for  a  walk  early  in  the  year,  his  urine  before 
doing  so  being  normal  in  all  respects.  On  his  return  to  the 
hospital  after  about  two  hours  his  face  was  drawn  and  pinched, 
his  hands  blue  and  quite  cold ;  his  temperature  under  the 
tongue  was  97*2° ;  pulse  88,  regular,  weak,  and  very  com- 
pressible. He  went  to  bed,  and  falling  into  a  perspiration 
slept  for  a  few  hours. 

When  he  returned  he  passed  a  small  quantity  of  very  dark 
urine,  deep  red  by  transmitted  light.  On  standing  a  thick 
chocolate-coloured  sediment  fell,  consisting  of  hyaline  casts  in 
great  abundance  with  an  amorphous  deposit.  No  oxalates  or 
blood-corpuscles  were  present.  On  boiling,  the  urine  threw 
down  about  half  albumen;  the  urea  was  2  per  cent. 

The  spectroscope  showed,  on  diluting  the  urine  with  four 
times  its  bulk  of  water,  three  bands,  one  in  the  red  and  two 
between  D  and  E.  In  every  attack  that  has  been  observed 
the  urine  has  shown  the  same  three  bands.  After  about  six 
hours  the  urine  became  normal  in  quantity,  and  free  from 
colour  and  albumen. 

Some  four  or  five  attacks  have  occurred  while  he  has  been 
under  observation,  and  the  following  phenomena  with  regard 
to  the  urine  were  noted. 

On  one  occasion,  at  the  very  commencement  of  the  shiver- 
ing, some  urine  was  passed,  and  from  its  appearance  it  was 
inferred  that  there  was  no  blood-colouring  matter  present,  the 
colour  of  the  urine  being  that  of  dark  sherry.  This  urine  on 
boiling  threw  down  a  large  quantity  of  albumen,  quite  out  of 
proportion  to  any  colouring  matter  that  might  have  been 
present.     This  would  tend  to  show  that  albumen  is  present  in 
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the  urine  before  the  colouring  matter  escapes.  Another 
noticeable  fact  was  that  the  more  severe  the  attack  the  smaller 
the  quantity  of  urine  passed,  and  the  deeper  the  colour,  the 
quantity,  however,  becoming  normal  in  proportion  to  the 
gradual  disappearance  of  the  colour ;  also  that  after  the  fit 
the  urine  was  unusually  light  coloured,  and  of  low  specific 
gravity  (1007). 

A  specimen  of  the  patient's  urine  was  sent  to  Dr.  Halli- 
burton for  examination ;  he  examined  the  urine  a  few  hours 
after  it  was  passed,  and  his  report  is  as  follows  : 

"  Urine  passed  during  fit,  acid,  brownish  colour  ;  examined 
spectroscopically  it  shows  the  typical  bands  of  methaemoglobin. 
Careful  comparison  of  this  specimen  with  the  somewhat  similar 
bands  of  acid  hgematin  showed  that  the  bands  were  un- 
doubtedly those  of  methgemoglobin.  Moreover,  the  addition 
of  ammonium  sulphide  caused  the  bands  to  be  replaced  by 
those  of  oxyhgemoglobin,  which  again  were  quickly  replaced 
by  those  of  reduced  haemoglobin.  Boiling  the  urine  caused  a 
dense  precipitate  of  proteid ;  the  addition  of  alcohol  caused  a 
similar  precipitate.  In  each  case  the  precipitate  was  much 
more  abundant  than  could  be  caused  by  the  methaemoglobin 
present.  The  urine  was  neutralised  and  saturated  with  mag- 
nesium sulphate  ;  a  small  amount  of  proteid  was  precipitated 
(globulin),  which  carried  down  with  it  the  greater  part  of  the 
pigment.  This  was  filtered  off,  and  the  filtrate  contained  an 
abundance  of  serum  albumen." 

A  specimen  of  urine  was  sent  to  Dr.  MacMunn,  He 
reported  that  the  specimen  of  urine  contained  methaemoglobin, 
to  which  all  its  colour  was  apparently  due;  that  he  found 
this  to  be  the  case  in  all  so-called  cases  of  intermittent  haemo- 
globinuria;  that  every  specimen  examined  for  that  disease 
gave  the  same  result. 

On  many  occasions  blood  drawn  from  the  finger  and 
examined  carefully  under  the  microscope  showed  very  small 
tendency  to  the  formation  of  rouleaux.  The  corpuscles  varied 
in  size  considerably,  and  appeared  to  be  soft  and  gelatinous, 
so  that  they  adhered  to  one  another. 

Boas  made  the  experiment  of  tying  a  ligature  round  a 
finger  and  immersing  the  finger  in  ice  and  water  for  ten 
minutes,  so  as  to  imitate  locally  what  occurs  generally  during 
an  attack.  On  examining  the  blood  of  the  patient's  finger  so 
treated  he  found  that  the  corpuscles  had  no  tendency  to  form 
rouleaux,  and  that  the  corpuscles  wei-e  markedly  irregular. 
He  also  observed  many  blood-flakes  of  a  dark  brown  colour. 
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In  common  with  other  observers  we  got,  in  the  blood  of 
a  finger  subjected  to  the  above  process,  the  absence  of  rouleaux, 
the  tendency  of  the  corpuscles  being  to  form  clumps.  The 
irregularity  in  shape  of  the  corpuscles  v^ras  also  marked,  as 
was  also  the  softness  and  stickiness  of  the  corpuscles.  We 
failed  to  observe  any  blood-flakes  or  crystals.  I  am  unable  to 
find  any  observations  on  the  white  cells  in  this  disease.  In 
the  specimens  examined  they  were  found  to  be  small  in  size, 
frequently  smaller  than  the  red.  The  effect  of  a  meal  on  the 
number  of  white  cells  was  also  investigated,  and  the  relative 
increase  was  found  not  to  differ  from  that  in  a  healthy  person 
— that  is,  the  number  of  white  cells  reach  their  maximum  half 
an  hour  after  a  meal,  when  their  number  is  nearly  double. 
(Gamgee.) 

With  other  methods  of  treatment  chlorate  of  potash  was 
given  in  gradually  increasing  doses,  the  time  of  administration 
being  strictly  from  9.30  to  12  midday,  until  he  took  ^ss  in  the 
time.  On  another  occasion  two  four-grain  doses  of  nitrite  of 
sodium  were  given  with  half  an  hour's  interval,  but  in  neither 
case  was  the  urine  or  blood  or  patient  obviously  affected. 
Nitro-glycerine  tablets  of  gr.  yuit  were  tried,  and  the  patient 
took  on  one  occasion  twenty-eight,  or  more  than  a  quarter  of 
a  grain,  in  two  and  a  half  hours,  without  obvious  effect  on 
urine  or  blood. 

The  patient  was  finally  put  on  arsenic,  and  seemed  to  get 
some  relief,  the  attacks  not  being  so  frequent,  but  this  may 
have  been  owing  to  the  weather  becoming  warmer  as  summer 
came  on. 

It  will  be  seen  from  the  case  just  cited  that  it  agrees  for 
the  most  part  with  the  previously  recorded  cases,  differing  oidy 
in  a  few  peculiarities,  and  the  question  arises,  where  does  the 
change  occur  ?  In  the  experiment  of  Boas,  where  he  cooled  a 
finger  of  the  patient  in  ice,  he  produced  a  condition  locally 
simulating  that  which  occurs  generally  during  an  attack. 
This  would  tend. to  show  that  the  change  occurred  in  the  blood, 
and  not  in  the  kidneys.  In  some  cases  blood-corpuscles  are 
found  in  the  urine,  and  it  is  not  easy  to  see  how  they  get  there. 
Can  damaged  corpuscles  pass  through  normal  vessels,  or  does 
the  free  colouring  matter  in  the  blood  irritate  the  kidneys,  like 
substances,  as  cantharides,  producing  congestion,  and  so  escape 
of  red  corpuscles  ? 

In  some  cases,  again,  oxyhaemoglobin  is  found  as  well  as 
methaemoglobin,  and  I  would  suggest  that  where  destruction 
of  corpuscles  is  extensive  and  rapid,  sufficient  time  does  not 
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elapse  for  the  complete  conversion  of  the  oxy-  into  metliaemo- 
globin,  the  oxyhaemoglobin  escaping  as  such ;  but  under  other 
circumstances^  where  the  destruction  is  less  rapid^  the  whole 
of  the  colouring  matter  becomes  converted  into  meth^mo- 
globin. 
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V. — A  case  of  Pyloric  Gastric  Ulcer,  with  an  epigastric 
systolic  thrill;  death  folloioing  hsematemesis.  By 
Sidney  Martin,  M.D.     Bead  November  22,  1889. 

THE  following  case  of  gastric  ulcer  is  of  clinical  interest 
owing  to  the  presence  during  life  of  a  very  fine  systolic 
thrill  over  a  limited  area  in  tlie  epigastrium,  associated  with 
well-marked  visible  pulsation  in  that  region. 

The  patient,  James  M.,  set.  42,  a  police  constable,  was 
first  seen  by  me  on  September  6,  1889,  in  the  out-patient 
room  at  the  Victoria  Park  Chest  Hospital.  He  then  gave  the 
following  history. 

He  was  quite  well  up  to  November,  1888  (eleven  months 
before  death),  and  was  at  work  till  January  31,  1889.  In 
November  he  was  suffering  from  w4iat  a  doctor  told  him  was 
"  gastritis,"  the  chief  symptom  being  severe  pain  in  the  epi- 
gastrium on  the  left  side  half  an  hour  after  meals.  The  pain 
was  caused  by  both  solids  and  liquids ;  it  was  relieved,  with 
eructations,  by  warm  drinks.  He  vomited  once,  viz.  on 
January  8.     He  had  never  had  hsematemesis. 

He  became  very  weak  and  thin,  having  lost  two  stone 
since  March,  1889.  Since  the  commencement  of  his  illness 
he  has  had  chiefly  liquid  food. 

Previous  illnesses. — Ague  at  Fulham  seven  years  ago ;  five 
or  six  attacks,  accompanied  "^  with  rheumatism."  Rheumatic 
fever  when  eighteen  years  old. 

Present  state  (September  6,  1889), — When  first  seen  he 
was  a  tall,  well-built  man,  thin,  pale,  and  haggard-looking, 
with  an  expression  as  if  he  suffered  habitual  pain.  He  was 
very  intelligent,  and  had  been  a  careful  student  of  his  sym- 
ptoms. He  complained  chiefly  of  a  gnawing,  sinking  pain  in 
the  epigastrium,  also  going  round  the  lower  part  of  the  chest. 
The  pain  was  continual,  and  usually  worse  after  food  had 
been  taken,  although  it  was  relieved  by  warm  milk.  Appe- 
tite good.  Tongue  coated  behind,  pale,  tremulous.  There 
was  great  flatulence,  but  no  acid  eructations,  and  he  had  for- 
merly suffered  only  occasionally  and  slightly  from  this  sym- 
ptom. The  bowels  were  irregular,  very  costive  up  to  ten 
weeks  ago.  He  has  piles,  which  used  to  bleed.  He  has  now 
a  pricking  pain  on  massing  a  motion.     No  melaena. 
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Physical  signs. — Chest :  There  was  a  localised  apical  sys- 
tolic murmur  with  a  coarse  thrill.  The  apex-beat  was  in  the 
fifth  space  inside  the  nipple,  and  the  impulse  was  heaving  in 
character.     There  were  no  other  morbid  signs  in  the  chest. 

Abdomen  :  There  was  visible  and  violent  pulsation  over 
near  the  whole  of  the  epigastrium,  but  the  pulsation  was  not 

Fig.  1. 
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a.  Apex-beat:  systolic  murmur,  localised ;  coarse  systolic  thrill  ; 
heaving  impulse,  b.  Area  over  which  was  felt  a  fine  systolic 
thrill,  c.  Area  of  visible  pulsation,  d.  Area  of  dilated 
stomach. 

expansile.  There  was  some  fulness  and  resistance  in  this 
region,  and  deep  tenderness  above  the  umbilicus.  Just  below 
the  ensiform  cartilage  there  was  a  transverse  oblong  area, 
over  which  could  be  felt  an  exceedingly  fine  thrill,  synchro- 
nous with  the  cardiac  systole  (see  Fig.  1).  As  regards  the 
fineness  of  the  thrill,  the  only  sensation  to  which  I  can  com- 
pare it  is  a  hydatid  thrill.  There  was  no  murmur  heard  over 
the  epigastrium.     The  stomach  was  dilated. 

The  pulse  was  128,  full  and  regular,  the  radial  tortuous, 
when  examined  in  the  out-patient  room.  When  the  patient 
was  quiet  in  bed  it  was  100,  and  of  the  same  character. 

The  urine  contained  no  albumen,  but  an  excess  of  phos- 
phates. 

The   patient  was   admitted  into  the  hospital  under  Dr. 


Dr.  Martinis  Case  of  Pyloric  Gastric  Ulcer,  87 

Eustace  Smith  on  September  23,  1889.  The  physical  signs 
were  the  same  as  on  September  6,  and  the  temperature  was 
subnormal.  While  in  the  hospital  the  patient  had  two  attacks 
of  haematemesis,  one  on  September  28  (eleven  days  before 
death)  of  14  oz.  of  dark  blood,  and  another  on  October  1 
(eight  days  before  death)  of  18  oz.  of  black  blood.  After  the 
first  attack  the  temperature  rose  from  97*4°  in  the  morning 
to  100°  at  night,  from  which  it  gradually  fell  to  98°  in  four 
days.  After  the  bleeding  a  systolic  murmur  was  heard  over 
the  epigastrium.  The  patient  became  partially  collapsed, 
stimulants  rousing  him  somewhat,  but  the  collapse  gradually 
increased,  and  became  suddenly  worse  after  the  second  attack 
of  h^ematemesis.  The  patient  never  rallied,  and  died  on 
October  8. 

Post-mortem,  eighteen  hours  after  death. — Rigor  mortis 
was  well  marked.  No  cadaveric  lividity.  Body  emaciated. 
Pleurae  noi"mal.  Lungs  slightly  oedematous ;  oedema  of  the 
left  lower  lobe.  Heart  was  small,  weighing  8  oz.  The  peri- 
cardium was  normal.  Mitral  valve  slightly  thickened  gene- 
rally, especially  along  free  margins.  Chordge  were  thickened ; 
some  of  the  chordee  of  aortic  flap  were  bound  down  to 
the  wall  of  the  ventricle  by  a  tough  adhesion.  Aortic  valves 
were  fenestrated  at  the  junction  of  the  cusps,  and  were  gene- 
rally thickened,  especially  in  the  corpora  Arantii. 

CEsophagus  was  normal.  Stomach  not  greatly  dilated, 
full  of  an  opalescent  liquid  with  some  curds ;  no  blood.  The 
stomach  was  slightly  adherent  behind.  The  pyloric  end  was 
puckered,  and  showed  a  saccular  pouch  near  the  pylorus 
about  the  size  of  a  Tangerine  orange.  The  pylorus  felt 
thickened.  On  opening  the  stomach  a  large  winding  ulcer 
was  seen  occupying  the  pylorus  near  the  orifice  into  the  duo- 
denum. It  was  3  5  inches  long,  and  extended  from  the  stomach 
for  about  1^  inches  into  the  duodenum.  The  edges  of  the 
ulcer  were  thickened,  not  undermined ;  the  base  of  the 
ulcer  was  formed  by  the  muscular  coat.  The  mucous  mem- 
brane round  the  ulcer  was  thickened,  and  in  two  places  there 
were  distinct  scars.  No  bleeding  point  was  seen.  The  pyloric 
orifice  was  greatly  narrowed,  and  the  muscular  coat  of  the 
stomach  near  the  pj^lorus  greatly  thickened. 

The  spleen  (65  oz.)  and  the  liver  (48  oz.)  were  both  normal. 
The  kidneys  (r.  4  oz.,  1.  4^  oz.)  :  In  the  right  the  capsule 
was  slightly  adherent,  and  the  cortex  somewhat  thinner  than 
natural.  The  left  contained  a  cyst  the  size  of  a  marble  in  a 
somewhat  diminished  cortex. 
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The  brain  and  cerebral  arteries  were  normal. 

BemarTca. — The  history  the  patient  gave  was  clearly  of 
some  disease  of  the  stomach,  and  of  a  severe  disease,  since  it 
was  accompanied  by  great  wasting  in  a  previously  healthy 
and  vigorous  man.  The  character  of  the  pain  was  suggestive 
of  ulcer.  There  had,  however,  been  very  little  vomiting,  and 
the  comparative  absence  of  this  symptom  might  be  due  to  the 
fact  that  the  patient  soon  after  he  became  ill  adopted  chiefly 
a  milk  diet,  and  had  a  complete  rest  from  his  duties. 

The  physical  signs  present  in  the  epigastrium  were,  how- 
ever, extremely  puzzling  on  the  idea  that  the  patient  was 
suifering  from  ulceration  of  the  stomach,  simple  or  malignant ; 
and  they  were  the  more  puzzling  as  when  he  was  first  seen 
the  pain  was  almost  continual,  and  radiated  to  the  sides  of 
the  body.  It  had  not,  however,  quite  the  character  of  pres- 
sive  pain.  The  pulsation  in  the  epigastrium  with  a  systolic 
thrill,  and  the  resistance  there  felt,  suggested  an  aneurysmal 
tumour ;  but  against  this  was  the  absence  of  expansile  pulsa- 
tion, so  that  the  idea  of  aneurysm  was  practically  discarded. 
The  progress  of  the  case  till  death  is  one  of  ulcer  of  the 
stomach.  The  fine  epigastric  thrill  and  the  visible  epigastric 
pulsation  seem  to  me  to  be  explained  by  the  condition  evidenced 
jpost  mortem.  In  the  first  place,  there  was  pyloric  obstruc- 
tion, and  the  stomach  was  full  of  liquid,  and  the  organ  pro- 
bably was  in  the  same  condition  during  the  time  the  patient 
was  seen,  since  when  he  first  came  to  the  out-patient  room  he 
was  on  a  strict  milk  diet. 

The  aorta,  pulsating  behind  the  stomach  full  of  liquid, 
would  impart  its  pulsation  to  the  liquid,  and  this  would  be 
seen  as  epigastric  pulsation,  and  might  conceivably  also  trans- 
mit the  thrill  which  was  felt  in  the  epigastrium.  This  thrill 
was,  as  I  have  said,  like  a  hydatid  thrill,  and  the  hydatid 
thrill  is  felt  by  transmitting  a  shock  to  the  cystic  fluid  with 
the  hand.  Instead  of  a  cyst  and  the  hand,  there  was  in  this 
case  a  stomach  full  of  liquid  and  the  aorta,  with  the  difference, 
therefore,  that  although  the  thrill  gave  the  same  sensation  to 
the  fingers,  it  partook  of  the  rhythmic  character  of  the  aortic 
pulsations.  As  was  stated,  before  the  h^ematemesis  came  on 
no  murmur  was  heard  over  the  area  of  epigastric  pulsation ; 
after  the  hsematemesis  a  systolic  murmur  was  heard  in  this 
region.  The  presence  of  this  murmur  in  the  anaemic  state 
into  which  the  patient  was  brought  by  the  bleeding  is  also 
explicable  by  supposing  that  the  stomach  full  of  liquid  was 
pressing  on  the  aorta. 
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VI. — Tliree  cases  of  Rheumatic  Periostitis.  Bj  J.  A. 
Coutts,  M.B.,  and  Archibald  E.  Gtarrod,  M.D. 
Bead  November  22,  1889. 

OF  all  the  known  and  demonstrable  manifestations  of  rheu- 
matism, periostitis  is  one  of  the  least  common  ;  yet,  when 
it  is  considered  how  frequently  and  how  severely  most  of  the 
fibrous  structures  of  the  body  are  affected  by  that  disease,  it 
is  remarkable  not  that  the  periosteum  should  sometimes  be 
attacked,  but  that  it  should  so  constantly  escape.  So  rare, 
indeed,  is  rheumatic  periostitis,  that  its  very  occurrence  has 
been  questioned  by  some  eminent  authorities ;  and  it  is  on  this 
account  that  we  venture  to  bring  before  the  notice  of  this 
Society  the  notes  of  three  cases  in  which  it  was  observed. 

Case  1. — Alfred  L.,  £et.  11,  had  an  attack  of  rheumatism 
of  five  months'  duration,  commencing  in  September,  1882. 
He  was  brought  to  the  East  London  Children's  Hospital  on 
July  20,  1883,  on  account  of  slight  swelling  and  heat  of  both 
knees;  and  complaining  of  pains  in  other  joints.  On  the 
lower  part  of  the  posterior  surface  of  the  right  humerus  was 
a  solitary  subcutaneous  nodule,  and  none  were  found  else- 
where after  a  careful  search.  There  was  a  loud  mitral 
regurgitant  murmur,  with  increased  cardiac  dulness,  and  dis- 
placement of  the  apex-beat  downwards  and  to  the  left. 

The  boy  remained  fairly  comfortable,  and  for  two  days  his 
temperature  was  normal,  but  after  this  it  rose  to  103°,  and 
there  was  more  articular  pain.  Three  days  later  (August  1) 
the  temperature  again  fell  nearly  to  the  normal,  and  a  copious 
crop  of  nodules  developed  over  the  extensor  tendons  of  the 
hands,  the  spinous  processes  of  the  vertebrae,  &c.,  and  there 
were  a  few  scattered  nodules  of  larger  size  over  the  lower  ends 
of  both  humeri.  The  cardiac  murmur  had  altered  in  tone, 
and  there  was  a  well-marked  pra3-systolic  bruit  in  addition  to 
the  systolic  one  previously  heard. 

On  the  back  of  the  upper  part  of  the  right  ulna  was  a 
diffused  swelling,  with  ill-defined  edges,  somewhat  elastic  to 
the  touch,  not  pitting  upon  pressure,  and  evidently  having  no 
connection    with    the    elbow-ioint.     The    skin    covering    the 
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swelling  was  natural  in  appearance,  but  there  was  a  small 
patch  of  erythema  over  the  lower  end  of  the  humerus, 
surrounding  two  of  the  subcutaneous  nodules.  The  swelling 
was  apparently  somewhat  tender  when  touched,  but  this  was 
uncertain  owing  to  the  painful  condition  of  the  elbow-joint. 

Two  days  later,  on  August  3,  the  swelling  was  more 
definite  and  firmer ;  it  was  elliptical  in  shape,  the  long  diameter 
of  the  swelling  being  in  the  direction  of  the  long  axis  of  the 
limb,  and  it  was  apparently  connected  with  the  subcutaneous 
surface  of  the  ulna. 

A  week  later,  on  August  10,  the  nodules  were  for  the 
most  part  disappearing,  and  the  elliptical  swelling  had  resolved 
itself  into  an  obvious  thickening  of  the  bone  on  the  subcuta- 
neous surface  of  the  ulna,  about  an  inch  in  length  and  half 
an  inch  broad. 

Of  the  further  progress  of  the  case  it  is  not  necessary  to 
say  much.  On  September  19  there  was  a  fresh  rise  of  tempe- 
rature, followed  in  a  few  days  by  the  development  of  a  fresh 
crop  of  nodules.  On  October  9  the  boy  was  discharged  in 
good  health,  but  with  the  same  well-marked  swelling  of  the 
bone  still  present,  and  with  a  persistent  mitral  murmur. 

Case  2. — Harriet  B.,  set.  11,  was  admitted  to  the  East 
London  Children's  Hospital  on  June  9,  suffering  from  chorea 
and  articular  rheumatism.  There  was  some  swelling  of  both 
knees  and  tenderness  of  the  left  ankle.  Connected  with  the 
tendons  on  the  backs  of  the  wrists  and  phalanges  were  some 
nodular  thickenings,  and  along  the  forearms  some  subcuta- 
neous nodules.  There  were  none  about  the  elbows  nor  on  the 
lower  extremities,  nor  on  the  vertebral  spines.  A  systolic 
murmur  was  heard  at  the  heart's  apex  and  at  the  angle  of  the 
left  scapula,  and  there  was  marked  accentuation  of  the  pulmo- 
nary second  sound.  A  few  days  after  the  onset  of  the 
articular  pains  slight  choreic  movements  were  noticed  in  the 
right  arm  and  hand,  and  at  the  time  of  admission  these  had 
become  general.  The  chorea  was  then  so  violent  that  the 
child  had  to  be  restrained  in  bed,  and  it  prevented  sleep  at 
night.  Speech  and  self-feeding  were  impossible,  and  there 
was  much  mental  disturbance. 

On  June  22  the  choreic  movements  were  much  less.  A 
fresh  crop  of  nodules  had  appeared  over  the  metacarpo- 
phalangeal joints  of  both  hands,  but  the  nodules  first  noticed 
had  disappeared. 

On  July  5  the  child  was  recovering  from  a  severe  attack 
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of  tonsillitis,  probably  rheumatic,  in  tlie  course  of  wliich  the 
temperatui'e  reached  104°. 

On  July  12  slight  double  grating  was  felt  over  the  prae- 
cordium,  and  well-marked  double  friction  was  audible  over 
the  whole  cardiac  area.  The  cardiac  dulness  reached  upwards 
to  the  level  of  the  second  rib. 

The  note  of  July  26  says  : — Since  the  12th  the  child  has 
passed  through  an  attack  of  pericarditis  with  effusion.  The 
friction  sound  has  gone,  but  the  dulness  remains  up  to  the 
lower  border  of  the  second  rib.  Choreic  movements  have 
ceased. 

On  August  3  it  was  noted  that  a  fresh  crop  of  nodules 
had  developed  in  the  same  parts  as  the  previous  ones,  with 
the  addition  of  several  around  the  lower  end  of  the  right 
humerus. 

Mr.  Scott  Battams,  then  Resident  Medical  Officer,  called 
attention  to  a  swelling  over  the  upper  part  of  the  right  ulna, 
similar  to  that  noticed  in  the  first  case.  This  was  evidently 
connected  with  the  periosteum  over  the  surface  of  the  ulna, 
and  was  of  the  nature  of  a  bony  thickening,  elliptical  in  shape, 
and  with  the  long  axis  in  the  direction  of  that  of  the  limb. 
The  skin  covering  the  swelling  was  normal,  and  there  had 
been  no  erythema  over  the  nodules  at  any  time. 

From  this  date  the  tumour  gradually  decreased  in  size, 
and  the  child  was  discharged  on  August  25,  three  weeks  after 
the  node  was  first  noticed,  with  some  thickening  of  the  bone 
remaining  in  the  situation  where  it  had  been. 

Case  3. — Albert  P.,  ast.  24,  who  had  often  suffered  from 
articular  pains,  but  who  had  always  enjoyed  fairly  good 
health,  came  to  the  West  London  Hospital  on  April  3,  1889, 
with  well-marked  although  slight  subacute  rheumatism,  the 
joints  of  the  fingers  and  the  shoulders  being  swollen  and  pain- 
ful. On  the  right  olecranon  there  was  a  solitary  subcutane- 
ous nodule,  but  no  others  were  found  anywhere.  This 
nodule  gradually  decreased  in  size  under  obseiwation,  and  by 
June  15  had  entirely  disappeared.  At  the  cardiac  apex  a 
soft  systolic  murmur,  apparently  of  organic  nature,  was  heard. 

The  joints  recovered  completely  in  a  week  or  two  under 
salicylic  treatment.  The  nodule  was  examined  from  time  to 
time,  and  on  June  15,  after  its  complete  disappearance,  anode 
was  found,  situated  about  an  inch  below  the  end  of  the  ole- 
cranon, upon  the  subcutaneous  surface  of  the  right  ulna. 

This  node,  which  was  to  all  appearance  periosteal,  formed 
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a  distinct  somewhat  elliptical  elevation  upon  tlie  bone^  about 
one  inch  in  diameter;  the  skin  covering  it  was  natural  in 
appearance.  The  patient  stated  that  he  had  first  noticed  this 
swelling  at  the  beginning  of  June,  and  it  was  certainly  not 
present  earlier.  It  was  somewhat  painful  at  first,  but  on  the 
15th  it  was  no  longer  tender,  and  it  was  already  decreasing 
in  size.     No  history  of  any  injury  to  the  part  was  obtained. 

The  node  was  seen  by  Mr.  Stephen  Paget,  who  confirmed 
the  diagnosis  of  periostitis. 

After  June  22  the  patient  ceased  to  attend,  having  ob- 
tained work.  On  that  day  the  node  was  little  altered ;  the 
cardiac  murmur  had  almost  disappeared. 

On  September  28  the  patient  came  up  for  examination. 
There  was  then  merely  the  slightest  trace  of  thickening  where 
the  node  had  been,  and  the  man  stated  that  the  swelling  had 
disappeared  about  a  week  after  his  last  attendance.  The  heart's 
apex  was  slightly  displaced  outwards,  and  the  first  sound 
was  not  pure,  but  there  was  no  distinct  murmur.  The  pul- 
monary second  sound  was  not  markedly  accentuated.  He 
reported  himself  as  having  enjoyed  good  health  since  June. 

This  patient  absolutely  denied  syphilis,  and  there  were  no 
outward  signs  of  that  disease. 

In  November  the  patient  returned  with  a  fresh  attack  of 
subacute  articular  rheumatism,  and  with  a  mitral  systolic  mur- 
mur, well  heard  in  the  axilla  and  behind. 

RemarJcs. — Although  two  of  the  above  cases  occurred  in 
children,  and  the  third  in  a  young  adult,  they  present  so  many 
points  in  common  that  it  cannot  be  doubted  that  they  were 
of  like  nature,  and  due  to  the  same  pathological  causes. 
Subcutaneous  nodules,  with  signs  of  organic  cardiac  disease, 
were  present  in  all,  and  the  site  of  the  periosteal  node  was 
precisely  the  same  in  each.  In  none  of  them  was  there  any 
history  of  acquired  or  congenital  syphilis,  nor  did  any  of  them 
show  any  outward  signs  of  that  disease.  The  absence  in  eacli 
case  of  any  history  of  a  blow  precluded  a  traumatic  origin, 
and  the  absence  of  any  changes  in  the  superjacent  skin  ex- 
cludes the  possibility  of  erythema  nodosum,  which  is  some- 
times mistaken  for  periostitis,  especially  when  situated  over 
the  tibia.  When,  in  addition  to  these  negative  facts,  it  is 
noticed  that  the  nodes  appeared  simultaneously  with  subcuta- 
neous nodules  and  other  rheumatic  manifestations,  there  appears 
to  be  every  ground  for  believing  that  the  periostitis  was  in  these 
cases  of  rheumatic  origin. 
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The  literature  of  rheumatic  periostitis  is  extremely  scanty. 
In  his  Cliniqiie  Medicate,  Chomel  speaks  of  periosteal  swellings 
occurring  in  connection  with  articular  rheumatism.  Drs.  Fuller 
and  McLeod  described  a  periosteal  variety  of  rheumatism^  which 
was  obviously  quite  different  from  that  above  described,  and 
which  was,  to  quote  Dr.  Fuller's  words,  "met  with  most  fre- 
quently— nay,  almost  exclusively — among  those  who  have  been 
depressed  by  the  operation  of  the  syphilitic  poison,  or  by  long- 
continued  mercui'ial  action."  At  the  meeting  of  the  Associa- 
tion Fran9aise  pour  I'avancement  des  Sciences,  at  Bloisin  1884, 
M.  Verneuil  reported  some  cases  of  periostitis  which  he  re- 
garded as  dependent  upon  the  rheumatic  diathesis,  but  un- 
attended by  any  definite  rheumatic  manifestations;  and  similar 
examples  have  been  recorded  by  MM.  Regnier  and  Legendre 
(in  the  Archives  Gen.  cle  Med.,  vol.  clvi,  pp.  52,  184,  411). 

In  text-books  of  surgery  rheumatism  is  usually  mentioned 
among  the  causes  of  periostitis,  but  with  the  exception  of  a 
short  note  by  Dr.  Angel  Money  in  the  Lancet  for  August  10, 
1889,  in  which  he  speaks  of  nodular  pericarditis,  nodular 
pleurisy,  and  nodular  periostitis  as  undoubted  facts,  and  some 
cases  of  doubtful  nature  recorded  by  Henoch  {Diseases  of 
Children,  New  Sydenham  Society,  vol.  ii,  p.  365),  we  have 
not  been  able  to  find  any  reference  to  cases  at  all  similar  in 
their  nature  to  those  which  have  been  brought  forward  this 
evening. 
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yil. — A    Tumour   of  the  Infra-orhital  Nerve.     By   J. 
Bland  Sutton.     Bead  November  22, 1889. 

A  HOUSEWIFE,  Susan  B.,  get.  22,  was  sent  to  me  at  the 
Middlesex  Hospital  by  Mr.  Lloyd  Williams  with  the 
following  histoiy. 

The  patient  applied  to  the  Dental  Hospital,  Leicester 
Square,  for  relief  from  severe  facial  neuralgia.  Some  months 
previously  the  second  right  upper  molar  fell  out.  At  the  time 
she  presented  herself  at  the  Dental  Hospital  the  second  right 
upper  bicuspid  was  extracted,  and  a  few  weeks  later  the 
second  right  upper  molar  was  also  removed.  These  operations 
seemed  to  increase  the  pain.  Mr.  Lloyd  Williams  was  then 
asked  to  examine  the  patient,  and,  detecting  some  deviation 
of  the  right  eye,  suspected  an  antral  tumour  and  sent  the 
woman  to  me. 

When  I  examined  the  patient  the  right  eye  was  displaced 
upwards  and  somewhat  outwards,  causing  diplopia.  On  feeling 
along  the  margin  of  the  orbit  a  thickening  could  be  felt ;  this 
was  most  pronounced  over  the  situation  of  the  infra-orbital 
canal.  Nothing  could  be  seen  or  felt  in  the  nasal  passage  or 
naso-pharynx,  but  a  slight  fulness  was  detected  when  the 
finger  was  introduced  between  the  cheek  and  the  wall  of  the 
maxilla.  The  woman  complained  of  intense  pain  in  the  infra- 
orbital region,  and  on  testing  the  tactile  sensibility  of  the 
cheek  I  found  the  parts  supplied  by  the  nasal,  labial,  and 
palpebral  twigs  of  the  infra-orbital  nerve  absolutely  anaBS- 
thetic.  A  more  critical  examination  showed  that  the  mucous 
membrane  supplied  by  the  dental  branches,  and  the  cutaneous 
area  immediately  above  the  zygoma,  supplied  by  the  temporal 
twigs  of  the  orbital  branch  of  the  second  division  of  the  fifth, 
retained  their  sensibility. 

The  symptoms  seemed  to  me  best  explained  by  supposing 
the  existence  of  a  tumour  springing  from  the  roof  of  the 
antrum  and  entangling  the  infra-oi'bital  nerve  in  its  canal. 

Acting  on  this  supposition,  under  an  anaesthetic  on  May 
15,  the  larynx  was  opened  and  chloroform  administered 
through  an  ordinary  tracheotomy  tube,  and  the  pharynx 
plugged. 

On  reflecting  the  tissues  of  the  cheek  a  rounded  nodule  of 
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the  growth  was  seen  protruding  from  the  infra-orbital  foramen, 
and  on  cracking  away  the  bone  a  lobulated  tumour  was  found 
projecting  into  the  antrum  and  extending  into  the  orbit.  My 
surgical  colleagues  who  were  present  at  the  operation  advised 
me  to  remove  the  whole  maxilla.  This  was  done,  and  bearing 
in  mind  the  agonising  pain  the  patient  had  suffered,  I  took 
care  to  expose,  and  destroy  with  the  cautery,  Meckel's  ganglion. 
The  patient  made  a  rapid  and  admirable  recovery. 

Fig.  2. 
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Tewin  del  . 

Section  of  a  myxomatous  tumour  springing  from  the  infra-orbital  nerve, 

and  invading  the  antrum  and  orbit. 

M.  Epithelium  of  the  antrum  covering  the  surface  of  the  tumour. 

On  microscopical  examination  the  tumour  was  found  to  be 
a  myxoma.  On  dissecting  the  tumour  it  was  found  to  have 
no  connection  with  the  surrounding  bone,  but  to  be  intimately 
related  with  the  infra-orbital  neiwe,  and  a  study  of  its  connec- 
tions show  that  the  tumour  sprang  from  the  infra-orbital  nerve 
and  invaded  the  orbit ;  it  produced  absorption  of  the  orbital 
plate  of  the  superior  maxilla,  and  made  its  way  into  the  antrum 
and  simulated  a  tumour  originating  in  that  cavity,  whereas  it 
was,  as  a  matter  of  fact,  a  tumour  (false  neuroma)  of  the  infra- 
orbital nerve. 


46  Mr.  Sutton's  Case  of  Tumour  of  the  Infra-orhitnl  Nerve. 


APPENDIX. 

Report  of  the  Suh-Committee  on  Mr.  Bland  Sutton's  Case  of 
Tumour  of  the  Infra-orhital  Nerve. 

We  liave  examined  tlie  specimens  removed  by  Mr.  Sutton^ 
and  are  of  opinion  tliat,  although  the  condition  of  the  jaw- 
removed  and  of  the  tumour  are  not  of  such  a  kind  as  to  render 
a  diagnosis  certain^  there  are,  nevertheless,  some  reasons  for 
believing  that  the  tumour  may  have  had  its  origin  in  connec- 
tion with  the  infra-orbital  nerve.  In  favour  of  this  view  we 
would  mention  the  situation  of  the  tumour  in  the  upper  part 
of  the  antrum,  the  manner  in  which  the  infra-orbital  nerve 
was  involved  in  the  growth  as  it  issued  from  the  infra-orbital 
canal,  the  structure  of  the  tumour,  and  the  fact  that  its  lower 
surface  was  covered  with  cylindrical  epithelium. 

Henry  T.  Butlin. 

William  H.  Bennett. 
May  6th,  1890. 


Dr.  Watson's  Case  of  possible  Ptomaine  Poisoning.        47 


VIII. — A   case  of  possible    Ptomaine   Poisoning.     By 
C.  Scott  Watson,  M.D.     Read  November  22,  1889. 

MR.  J.  Y.,  the  subject  of  the  following  notes,  is  a  stout, 
florid  gentleman,  fifty-six  years  of  age.  I  first  saw  him 
professionally  towards  the  end  of  1887  for  his  third  attack  of 
acute  gout,  and  he  has  since  had  either  two  or  three  others, 
the  last  occurring  in  the  early  part  of  April  of  the  present 
year.  Otherwise  he  has  had  excellent  health.  His  urine, 
tested  during  my  first  attendance,  showed  no  sign  of  kidney 
disease. 

His  diet  for  the  two  days  preceding  the  illness  to  be 
described  was  the  following  : 

Saturday,  April  27. — Breakfast :  Bacon,  coffee,  bread  and 
butter.  Dinner  :  Hot  boiled  salt  beef,  peas  pudding,  potatoes 
and  spinach,  rice  pudding.  Tea :  Tea,  bread  and  butter. 
Supper  :  Boiled  mackerel,  parsley  and  butter,  Cheddar  cheese, 
bread,  and  a  little  gin  and  soda-water. 

Sunday,  April  28. — Breakfast :  A  poached  egg,  bacon, 
coffee,  bread  and  butter.  Dinner  :  Roast  beef,  potatoes,  cauli- 
flower and  spinach,  apricots  and  custard.  Tea  :  Tea,  bread 
and  butter,  with  watercress.  Supper  :  Cold  lamb,  bread  and 
cheese.  Some  gin  and  soda-water  during  the  day.  The  house- 
hold consisted  of  seven  persons  on  Saturday,  and  of  eight  on 
Sunday.  All  these  articles  of  diet — except  the  egg — were 
shared  by  other  members  of  the  family,  but  two  of  them  require 
special  mention.  The  salt  beef  at  dinner  on  Saturday  had  been 
kept  three  days  before  being  put  in  brine,  and  was  undoubtedly 
tainted.  It  was  a  small  piece  weighing  one  pound,  of  which 
my  patient  ate  about  a  third.  The  bulk  of  the  remaining  two 
thirds  was  eaten  cold  by  one  of  the  servants  at  two  meals, 
supper  on  Saturday  and  breakfast  on  Sunday,  without  any  ill 
effects.  The  mackerel,  three  in  number,  appeared  to  be  in 
every  respect  quite  fresh.  My  patient  had  the  head  halves 
of  two  fish,  and  although  it  was  found  impossible  to  trace  the 
remaining  parts  of  these,  still  all  the  mackerel  were  eaten,  and 
there  was  no  other  case  of  illness  in  the  house. 

He  slept  soundly  on  Sunday  night,  and  rose  as  usual  at  six 
on  Monday  morning.  Not  feeling  well,  he  took  two  compound 
rhubarb  pills  and  went  to  his  own  room,  where  his  wife  found 
him  later  dozing  in  his  chair.     He  complained  then  and  during 
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the  day  of  headadie  and  giddiness  only,  and  his  gait  was 
noticed  to  be  staggering.  He  stayed  at  home  and  spent  most 
of  the  day  in  sleep,  twice  sleeping  for  long  periods  in  the 
water-closet.  In  the  early  afternoon  he  managed  to  transact 
some  business,  and  wrote  a  page  in  an  account-book,  but 
dropped  his  pen  several  times  in  doing  so.  He  had  neither 
food  nor  drink  during  the  day,  and  at  4  p.m.  went  to  bed. 

I  saw  him  at  9.30  p.m.,  April  29.  He  was  then  asleep  but 
was  easily  aroused.  When  awake  he  seemed  dazed  and  stupid, 
and  his  answers  were  short  and  rational,  but  often  incorrect. 
Several  times  during  the  examination  he  dropped  asleep. 
His  face  was  flushed,  his  pupils  notably — not  extremely — 
dilated,  and  did  not  react  to  light.  No  ptosis  or  squint. 
Tongue  dry.  Pulse  116,  soft.  Temp.  97*6°.  Breathing 
quiet.  He  complained  of  no  pain,  and  sat  up  in  bed  and 
partly  stripped  for  examination.  Heart  and  lung  sounds 
normal.  No  oedema.  He  said  he  had  not  been  sick,  and 
this  was  corroborated  by  his  wife.  I  could  get  no  urine  to 
test,  nor  could  I  find  when  he  had  passed  any  last.  There 
had  certainly  been  none  since  4  p.m.  Being  much  puzzled, 
I  ordered  him  a  calomel  powder  and  a  placebo. 

I  was  called  to  him  on  the  following  morning,  April  30,  at 
nine,  and  found  him  actively  delirious.  His  talk  was  copious 
and  incoherent.  He  frequently  tried  to  get  out  of  bed,  but 
was  easily  prevented  from  doing  so.  He  had  hallucinations 
about  the  pictures  and  the  people  in  the  room,  and  recognised 
nobody.  At  times  he  was  evidently  at  work,  from  the 
purposeful  movements  of  his  hands.  In  the  midst  of  all  this 
he  would  suddenly  fall  asleep  for  a  few  minutes,  when  his 
breathing  became  slowly  stertorous. 

He  had  slept  a  little  during  the  night,  but  had  been  deli- 
rious and  sometimes  violent  while  awake.  Face  flushed, 
cheeks  and  ears  slightly  cyanosed.  Pupils  unaltered,  no  fresh 
eye  symptoms.  Skin  dry,  without  rash,  but  the  patient  often 
scratched  his  chest  and  abdomen.  Pulse  116.  Tongue  and 
mouth  so  dry  as  to  produce  some  indistinctness  of  speech, 
but  in  spite  of  this  he  refused  or  spat  out  all  fluids  offered 
him.  In  this  way  he  had  evaded  taking  either  the  powder  or 
medicine  in  the  night.  The  bowels  had  not  been  moved  and 
no  urine  had  been  passed.  With  some  trouble  six  grains  of 
calomel  were  giveo,  followed  by  a  little  fluid.  There  seemed 
to  be  no  difficulty  in  swallowing,  and  the  voice  was  not  nasal. 

At  10  p.m.  he  was  still  in  the  same  condition,  neither 
motion  nor  urine  having  been  passed.     Temp.  99'6°,  pulse 
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118.  No  evidence  was  obtained  of  distention  of  the  bladder. 
The  case  Avas  now  looked  upon  as  probably  one  of  uraemia, 
in  spite  of  the  absence  of  kidney  disease  eighteen  months  before 
and  the  anomalous  symptoms.  Two  drops  of  croton  oil  were 
given  in  milk,  most  of  which  he  swallowed,  and  a  further 
dose  of  one  drop  was  left  to  be  given  at  6  a.m.  if  necessary. 
Gr. -i-  of  pilocarpin  was  injected  subcutaneously,  but  produced 
no  perspiration.  He  slept  a  little  during  the  night,  but  was 
constantly  delirious  while  awake  and  often  violent.  He  passed 
urine,  a  few  drops  in  bed,  at  2  a.m.  on  May  1,  the  first  for 
thirty-four  hours,  and  soon  afterwards  about  2  oz.  For  the 
rest  of  the  night  he  passed  small  quantities,  about  2  or  3  oz. 
every  two  or  three  hours.  He  had  his  second  dose  of  croton 
oil  at  6,  and  thereafter  voluntarily  took  a  wineglassful  of  milk 
and  water.  The  urine  was  acid,  loaded  with  brick-dust 
coloured  urates,  sp.  gr.  1026;  contained  neither  blood,  sugar, 
nor  albumen. 

At  9.30  A.M.,  May  1,  he  was  a  little  less  incoherent,  though 
he  still  failed  to  recognise  me  and  had  hallucinations.  Tongue 
moist,  thickly  furred.  Speech  more  distinct.  Skin  dry. 
Temp.  98°,  pulse  114.  The  bowels  had  not  been  moved, 
but  the  abdomen  was  slightly  tender. 

At  3.30  P.M.  the  slight  improvement  of  the  morning  was 
at  least  maintained.  Pulse  112.  Tongue  again  dry.  He  had 
passed  a  good  deal  of  urine,  always  in  small  quantities. 

About  4  P.M.  the  bowels  were  first  moved.  The  motion 
was  large,  green,  frothy,  and  very  offensive,  the  smell  being 
described  as  that  of  putrid  meat.  A  second  smaller  motion 
was  passed  between  5  and  6,  after  which  the  patient  fell  into 
a  quiet  sleep,  and  woke  at  7  p.m.  perfectly  sensible.  I  saw  him 
at  9.  The  pupils  were  rather  less  dilated,  but  did  not  react' 
to  light.  He  could  read  small  print  without  difficulty.  He 
complained  of  headache  confined  to  a  patch  the  size  of  half  a 
crown  over  the  left  eyebrow,  and  the  skin  there  was  tender. 
He  was  quite  rational  and  natural  in  manner,  and  remained  so. 
He  had  some  indistinct  and  incorrect  memory  of  his  doings 
during  the  early  part  of  Monday,  but  of  nothing  afterwards. 
He  was  kept  strictly  to  milk  diet.  The  headache  lasted  till 
the  following  evening.  May  2,  and  the  pupils  did  not  regain 
their  normal  size  or  activity  till  the  morning  of  May  3. 

At  5  A.M.  on  May  2,  that  is  on  the  morning  following  liis 
recovery,  he  woke  with  pain  in  the  left  foot.  This  proved  to 
be  the  beginning  of  a  subacute  attack  of  gout  which  affected 
first  the  outer  side  of  the  left  foot,  then  the  loft  great  toe  joint 

VOL.  XXIII.  4 


50      Dr.  Watson's  Case  of  'possible  Ptomaine  Poisoning. 

and  the  left  wrist^  and  from  whicli  lie  did  not  perfectly  recover 
till  the  end  of  May. 

The  symptoms  bear  a  close  resemblance  to  those  of  atropin 
poisoning,  the  chief  differences  being  the  absence  of  complete 
dilatation  of  the  pupil  and  the  absence  or  evanescence  of 
paralysis  of  accommodation. 

Cases  of  atropin-like  poisoning  from  sausages  have  been 
known  for  many  years,  and  lately  cases  of  fish  poisoning  with 
similar  symptoms  have  been  recorded  by  Schreiber,  von  Anrep, 
Tchugin,  and  Hirschfeld. 

It  is  this  resemblance  to  atropin  poisoning,  together  with 
the  speedy  and  complete  recovery  on  evacuation  from  the 
bowel  of  two  putrid-smelling  motions,  that  leads  me  to  think 
the  case  one  of  ptomaine  poisoning.  My  case,  however,  differs 
from  those  alluded  to  above  in  several  important  particulars : 
from  all  of  them  in  the  presence  of  delirium  and  acceleration 
of  pulse,  and  in  the  absence  of  extreme  dilatation  of  the  pupil, 
ptosis,  and  accommodation  paralysis  ;  and  from  most  of  them 
in  the  temporary  suppression  of  urine,  and  the  foetid  motions. 

The  resemblance  is  at  first  sight  sufficient  to  throw  suspicion 
on  the  mackerel,  but  in  all  the  cases  of  atropin-like  poisoning 
by  fish  of  which  I  have  been  able  to  find  particulars  the  fish 
have  been  preserved  for  some  time  either  by  salt  or  vinegar. 
In  Schreiber's  cases  the  fish  had  lain  in  vinegar  for  five  or  six 
days,  and  was  recognised  as  unwholesome  at  the  time  of  eating; 
in  von  Anrep's  cases  the  poisonous  fish  was  salted  sturgeon ; 
in  Tchugin's,  salted  herrings ;  in  Hirschf eld's  the  fish  were 
cooked  and  laid  in  vinegar,  and  it  was  only  the  last  of  them, 
eaten  when  they  had  become  somewhat  mouldy,  that  proved 
poisonous.  I  have  not  discovered  any  case  where  half  of  a 
fresh  and  apparently  wholesome  fish  has  caused  such  symptoms 
while  the  remainder  has  been  innocuous.  The  poison  evidently 
did  not  exist  in  the  salt  beef,  for  two  reasons  :  (1)  the  absence 
of  any  effect  on  the  cook  who  ate  the  bulk  of  it ;  and  (2)  the 
time,  forty-one  hours,  that  elapsed  between  its  ingestion  and 
the  appearance  of  symptoms.  All  the  other  articles  of  diet 
are  excluded  as  sources  of  the  poison  in  the  same  way :  they 
were  eaten  by  others,  on  whom  they  produced  no  bad  effects. 

In  this  difficulty  I  would  suggest  that  the  ptomaine  may 
have  been  formed  in  the  intestine  by  the  putrefaction  which 
apparently  went  on  there,  and  produced  the  motions  smelling 
of  '^  putrid  meat." 

The  position  of  the  illness  running  up  to  an  attack  of  gout 
is  curious,  but  as  far  as  I  can  see  must  be  considered  acci- 
dental. 
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IX. — Eight  cases  of  Thyroid  Cysts  and  Adenomata, 
treated  by  enucleation.  By  Charters  J.  Symonds, 
Bead  December  13,  1889. 

THE  following  cases  are  offered  as  a  contribution  to  tlie 
surgery  of  tlie  thyroid  gland.  They  are  given  in  chrono- 
logical order,  to  indicate  the  improvement  in  the  method  of 
operation. 

Case  1.  Adenoma  of  thyroid :  extirpation  of  entire  gland. 
— Thomas  B.,  get.  29,  was  admitted  into  Guy's  Hospital  May 
17,  1883.  Just  before  Christmas,  1882,  he  noticed  a  pain  in 
his  neck,  which  increased  on  swallowing ;  in  February,  1883, 
a  lump  was  noticed  above  the  sternum,  and  in  March  he  was 
obliged  to  give  up  work  on  account  of  the  inconvenience  on 
stooping.  He  was  admitted  under  Dr.  Mahomed  into  Philip 
Ward  with  dysphagia,  and  a  tumour  above  and  behind  the 
sternum.  It  varied  in  size,  but  was  no  smaller  when  discharged 
on  April  21. 

When  admitted  under  Mr.  Symonds  there  was  a  firm 
tumour  in  the  median  line  reaching  two  inches  above  the 
sternum,  the  lower  end  lying  beneath  the  bone.  It  extended 
a  little  to  the  left  side  under  the  sterno-mastoid.  He  com- 
plained of  pain  during  swallowing,  when  the  tumour  moved 
up  and  down  with  the  thyroid.  It  was  rounded,  elastic,  appa- 
rently solid.  When  working,  the  tumour  compressed  the 
trachea  and  produced  dyspnoea. 

May  29. — Amedian  incision  was  made  from  the  centre  of  the 
thyroid  cartilage  to  the  sternum,  the  tumour  quickly  exposed 
and  brought  forward  with  the  thyroid  lobes  ;  it  was  attached 
to  the  isthmus.  After  ligaturing  several  small  vessels  the 
tumour  was  detached  from  the  lobes.  A  wide  irregular  bleed- 
ing surface  was  left,  and  as  this  seemed  part  of  the  tumour 
the  entire  gland  was  removed.  Commencing  on  the  right 
side  the  lower  border  was  raised,  and  the  inferior  thyroid 
arteries  and  veins  ligatured,  the  former  with  silk,  the  latter 
with  gut ;  then  the  superior  was  ligatured  and  divided. 
Next  the  isthmus  was  dissected  off  the  trachea,  the  left  lobo 
attacked  in  the  same  way,  and  the  whole  removed.  Very  little 
blood  was  lost,  neither  the  carotid  sheath  nor  the  laryngeal 
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Derves  being  seen.  The  operation  lasted  two  liours.  The 
spray  was  used.  Two  drainage-tubes  were  inserted,  one  on 
each  side.  No  dyspnoea  occurred.  Seven  hours  later  the 
breath  was  noticed  to  be  a  little  foul. 

May  30.— Pulse  92,  temp.  100°,  evening  temp.  98-6°. 
Voice  natural.  Dressed  at  2  p.m.  ;  both  tubes  removed  and 
returned,  not  syringed. 

May  31st. — Dressed;  one  tube  removed  and  replaced; 
breath  still  foul.  He  has  expectoi'ated  a  good  deal  of  muco- 
purulent material  without  odour.  Nine  hours  later  (fifty' three 
hours  from  operation)  foetor  had  disappeared  from  breath  and 
expectoration  almost  ceased.  He  had  very  little  pain  on  swal- 
lowing. 

June  4. — Tubes  shortened,  sutures  removed.  Could  swallow 
solids. 

June  6. — Tubes  again  shortened. 

June  14. — Both  tubes  removed  and  the  man  got  up. 

June  28. — The  small  sinus  that  had  existed  in  tbe  drainage- 
tube  site  was  now  completely  healed.  The  voice  has  decidedly 
improved,  being  very  much  clearer  and  more  distinct. 

Pulse  and  temperature  were  normal  throughout. 

His  was  the  first  case  upon  which  I  had  operated,  and  was 
undertaken  before  the  cachexia  following  complete  extirpation 
was  well  known.  When  the  tumour  was  removed  the  rao^ored 
surface  left  seemed  likely  to  bleed,  and  therefore  the  whole 
gland  was  removed.  The  isthmus  was  large,  and  the  tumour, 
which  was  quite  solid,  had  grown  from  the  angle  between  it 
and  the  left  lobe.  It  was  a  matter  of  great  regret  to  me  after- 
wards that  the  gland  was  removed.  It  was  quite  an  unneces- 
sary procedure. 

All  attempts  to  trace  the  patient  up  to  date  have  failed. 

Case  2.  Adenoma  of  the  right  lobe  of  the  thyroid  {causing 
complete  dysphagia) :  extirpation  of  the  lobe  luith  the  tumour : 
recurrent  dysphagia. — Mary  Ann  R.,  aet.  54,  admitted  into 
Guy's  Hospital  June  19,  1883.  She  came  as  an  out-patient 
on  June  17  complaining  of  d3'sphagia  ;  she  was  to  be  admitted 
in  three  weeks,  but  the  dysphagia  increased  so  rapidly  that 
she  had  to  be  taken  in  on  the  19th.  She  had  a  rounded 
tumour  in  the  neck  between  the  right  sterno-mastoid  and 
trachea.  It  moved  with  the  trachea,  measured  2^  inches  ver- 
tically and  3  inches  horizontally.  The  anterior  and  lower 
limits  were  well  defined,  the  outward  limit  was  obscure.  A 
heaving  but  no  expansile  pulsation  existed.     It  extended  from 
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a  little  below  tlie  upper  margin  of  tlie  thyroid  cartilage  nearly 
to  the  stex'num.  No  venous  congestion,  pupils  normal,  no 
dyspnoea,  voice  weak.  The  larynx  slightly  pressed  to  the  left. 
The  tumour  was  first  noticed  two  years  ago,  has  gradually  in- 
creased. Dysphagia  for  twelve  months,  no  solid  food  for 
two  weeks. 

June  19. — She  had  to  be  fed  by  a  rubber  stomach-tube, 
and  enemata  were  ordered. 

June  27. — An  incision  3  inches  long  was  made  over  the 
tumour  to  the  right  of  the  middle  line,  the  muscles  separated, 
and  the  tumour  exposed.  The  isthmus  was  divided  between 
two  silk  ligatures  to  give  room;  that  on  the  right  side  slipped 
off,  the  other  was  cut  short  and  left.  Numerous  vessels 
were  tied,  and  when  the  lower  end  was  freed  the  lobe  and 
tumour  bulged  forwards,  appearing  three  times  as  larg-e  as 
anticipated.  The  original  incision  had  to  be  enlarged  in  both 
directions ;  considerable  haemorrhage  took  place,  and  many 
vessels  were  tied.  The  isthmus  was  |  of  an  inch  wide.  At 
the  lower  part  of  the  wound  the  pleura  was  seen,  and  the 
carotid  artery ;  a  large  drainage-tube  was  put  in.  The  opera- 
tion occupied  two  hours.  Spray  was  used.  The  temperature 
of  the  theatre  was  about  86°.  Four  hours  later  a  little  bleed- 
ing took  place,  and  a  vessel  in  the  right  edge  of  the  wound 
was  tied.     The  head  was  placed  between  sand-bags. 

June  28. — Dressed  to-day,  skin  united,  no  swelling. 

The  tumour  on  dissection  was  found  to  be  encapsuled, 
and  was  easily  turned  out  from  the  lobe  of  the  gland.  It 
was  placed  at  the  back,  but  might  have  been  removed  by 
cutting  down  to  the  surface  and  then  dissecting  off  the  lobes.  In 
all  subsequent  cases  this  knowledge  of  the  anatomy  was  used, 
and  no  bleeding  has  been  encountered.  In  structure  it 
showed  the  usual  spaces  lined  by  cubical  cells,  and  filled  with 
mucoid  material. 

June  30. — Dressed,  no  suppuration,  tube  replaced  by  a 
smaller  one.  The  temperature  has  been  up  at  night  to  101° 
since  the  operation.  No  cause  found  except  sickness  and  the 
high  temperature  of  the  atmosphere  (80°  in  shade,  with 
thunderstorms) . 

July  9. — Tube  removed. 

July  23. — Her  voice  is  weaker  since  the  operation,  and  the 
right  cord  moves  very  feebly. 

August  8. — Discharged,  wound  healed,  swallowing  well  all 
kinds  of  food. 
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December  13. —  She  returned  with  diflBculty  of  swallowing 
and  a  swelling  beneath  the  cicatrix ;  the  right  vocal  cord  was 
motionless. 

December  14. — Swelling  opened,  a  little  pus  was  found, 
and  the  silk  ligature  with  loop  entire,  which  had  tied  the 
isthmus,  was  found  loose  near  the  carotid.  One  other  small 
ligature  was  found. 

December  28. — Dischai'ged,  much  relieved. 

September  14,  1884. — She  was  readmitted  with  dysphagia 
and  much  reduced  in  health,  and  suffering  with  general  pains 
in  her  joints  and  limbs.  Admitted  with  a  view  of  separating 
the  oesophagus  from  the  cicatrix. 

September  19. — By  a  vertical  incision  the  oesophagus  was 
exposed  in  the  old  cicatrix,  a  bougie  was  passed  into  the 
CBSophagus  as  a  guide,  and  1^  inches  of  its  length  on  the 
right  side  was  separated  from  the  surrounding  structures. 
No  old  ligature  was  found,  no  bleeding  took  place,  wound 
dressed  with  carbolic  gauze. 

September  29. — She  was  discharged  able  to  swallow  quite 
well,  with  the  wound  quite  healed. 

This  patient  continued  to  attend  from  time  to  time  till  the 
middle  of  1888,  five  years  after  the  operation.  The  dys- 
phagia remained,  but  always  improved  or  disappeared  when 
she  was  well  fed  and  rested.  The  vocal  cord  never  recovered 
its  movement,  but  she  had  a  good  voice,  and  could  cough 
three  times  in  succession.  There  seemed  no  doubt  that  the 
nerve  was  injured  during  the  operation.  It  was  not  seen,  nor 
was  there  any  difficulty  in  raising  up  the  tumour.  Prior  to 
the  operation  the  voice  was  weak.  Complete  recovery  of 
deglutition  followed  the  removal  of  the  growth,  and  lasted  for 
some  time,  showing  that  the  dysphagia  was  due  to  pressure ; 
but  that  which  subsequently  returned  is  not  so  easily  ex- 
plained. At  first  I  thought  it  due  to  the  cicatrix  which  must 
have  been  attached  to  trachea  and  oesophag'us,  causing  trac- 
tion. On  this  view  the  gullet  was  exposed  and  freed,  with 
temporary  relief. 

The  improvement  that  followed  good  living  and  rest 
pointed  to  a  neurotic  origin. 

Case  3.  Adeno-cy stoma  of  thyroid :  extirpation. — G.  S., 
set.  30,  a  chemist  and  analyst,  was  brought  to  me  for  a 
rounded  swelling  on  the  left  side  of  the  median  line  beneath 
the  sterno-mastoid.  It  moved  with  the  trachea  and  presented 
all  the  characters  of  a  thyroid  cyst.     The  finger  could  just  be 
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•  inserted  between  its  lower  border  and  the  sternum  when  the 
larynx  rose  in  deglutition,  but  usually  it  lay  partly  beneath 
the  bone.  It  compressed  the  trachea  and  gave  much  incon- 
venience. For  some  time  he  was  treated  by  iodides  without 
relief,  and  he  then  requested  that  it  might  be  removed.  Alto- 
gether it  had  existed  nearly  a  year. 

August  29,  1886. — A  median  incision  readily  exposed  the 
cyst,  the  capsule  was  followed,  and  the  tumour  turned  out 
with  great  rapidity  and  ease.  Three  of  the  small  vessels  were 
tied,  a  drainage-tube  inserted,  and  the  wound  closed  with 
silk.  The  isthmus  was  large  but  healthy.  The  tumour  was 
connected  with  the  lower  and  inner  face  of  the  left  lobe.  It 
measured  two  inches  by  an  inch  and  a  half,  had  a  firm  fibrous 
capsule  with  septa  dividing  it  into  loculi.  In  the  wall  and 
septa  was  some  calcareous  material.  Most  of  the  spaces  were 
filled  with  mucous  fluid  containing  cholesterin.  In  others  there 
was  the  soft  gelatinous  material  seen  in  the  other  species  of 
adenoma.  Microscopically  there  were  the  usual  acini,  lined  by 
epithelium  of  a  short  columnar  form. 

The  wound  was  dressed  on  the  first  day  because,  as  usually 
happens,  some  blood  had  run  beyond  the  dressings. 

On  the  third  day  the  tube  was  removed  and  all  the  sutures, 
primary  union  having  occurred.  He  swallowed  freely  and 
had  no  pain. 

On  September  6,  eight  days  from  the  operation,  he  was 
discharged  quite  well.  This  patient  was  seen  in  March,  1889, 
when  he  was  well. 

Case  4.  Thyroid  adenoma:  extirpation. — Janet  C,  £et.  27, 
admitted  December  31,  1886.  Five  years  ago  a  friend  whom 
she  had  not  seen  for  some  time  noticed  the  enlargement  of  the 
neck,  which  has  gradually  increased  since.  She  is  fair  and 
thin.  In  the  right  lobe  is  a  rounded  moveable  tumour.  With 
the  head  at  rest  it  crosses  the  trachea  to  the  left  side,  reaches 
as  low  as  the  sternum  and  as  high  as  the  lower  border  of 
thyroid  cartilage.  When  the  sterno-mastoid  is  in  action  the 
tumour  recedes  and  the  fi'ont  of  the  trachea  is  exposed.  When 
the  parts  are  relaxed  the  finger  can  be  placed  between  the 
tumour  and  the  sternum.  The  left  lobe  and  isthmus  are 
normal.  The  right  eye  looks  smaller  and  sunken.  The 
palpebral  aperture  is  smaller,  and  the  pupil  is  contracted, 
being  one  third  smaller  than  the  left.  She  complaius  that 
this  eye  is  tired,  especially  at  night,  and  it  looks  heavy  and 
half  closed.     The  voice  is  natural.     Both  checks  flush.     No 
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difference  in  the  sense  of  smell.  In  accommodation  there 
appears  to  be  more  contraction  of  the  left  pupil  than  of  the 
right.  The  pupil  contracts  further  to  light,  but  does  not 
dilate  in  shade.  These  symptoms  show  pressure  on  sympa- 
thetic. She  complained  of  the  achiug  of  the  eye  and  of  difl&- 
culty  in  breathing  at  times,  and  was  anxious  to  have  the  mass 
removed. 

January  4,  1887. — Under  full  antiseptic  precautions  a 
median  incision  was  made,  the  capsule  reached,  and  the 
tumour  quickly  enucleated.  A  few  small  vessels  required 
ligature.  The  gland  was  not  interfered  with.  A  drainage- 
tube  was  passed  into  the  wound  and  silk  sutures  employed. 
The  tumour  was  oval,  soft  and  very  elastic,  so  that  most 
thought  it  fluid  when  removed.  On  making  a  section  it  proved 
to  be  a  solid,  pale,  semi-gelatinous  tumour,  in  which,  however, 
the  glandular  structure  could  be  discovered.  It  was  the  size 
of  a  small  hen's  Q^g- 

January  5. — Tube  shortened. 

January  7. — Second  dressing,  suture  and  tube  removed. 

Januaiy  10. — Third  dressing,  boracic  lint  substituted. 

January  1 1 . — Up  for  half  an  hour.  A  granulating  surface 
where  the  tube  entered  alone  remained. 

January  20. — Pupil  remains  the  same ;  it  contracts  to  light, 
but  dilates  less  than  the  left  in  shade. 

January  21. — Discharged. 

February  25,  1889. — Came  up  feeling  unwell.  Right 
pupil  is  larger  than  it  used  to  be,  and  the  eye  less  heavy.  No 
return  of  the  growth.  Her  symptoms  connected  with  depres- 
sion of  health  only. 

The  sympathetic  nerve  phenomena  in  this  case  were  very 
marked,  the  condition  of  the  pupil  and  palpebral  aperture 
being  exactly  similar  to  that  seen  in  cases  of  ruptured  brachial 
plexus.  The  tumour  was  not  deeply  situated,  was  easily 
removed,  and  the  rest  of  the  lobe  appeared  healthy,  and  after 
five  years  there  is  no  recurrence.  It  appears,  therefore,  a 
little  difiicult  to  explain  the  implication  of  the  nerve.  May  it 
be  due  to  some  other  cause,  as  the  ocular  appearances  persist  ? 

N.B. — This  patient,  exhibiting'still  the  above  sympathetic 
nerve  phenomena  but  otherwise  in  good  health,  was  shown 
"when  the  paper  was  read. 

Case  5.  Adeno-cy stoma  of  thyroid  :  extirpation  with  the  left 
lohe  of  the  gland. — Mary  L.,  aet.  23,  admitted  to  Guy's  Hospital 
May,  1887,  with  a  localised  growth  in  the  thyroid. 
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The  tumour  is  irregular  in  shape^  readies  from  the  top  of 
the  thyroid  cartilage  to  the  steruum,  behind  to  the  posterior 
border  of  the  sterno-mastoid_,  in  fi'ont  to  the  middle  line.  A 
separate  lobule  occupies  the  middle  line^  and  is  connected  with 
the  greater  tumour.  The  isthmus  apparently  can  be  felt 
above  and  to  the  right  of  the  small  tumour.  Right  side  feels 
normal  when  lying  down  ;  when  up  looks  full. 

Her  eyes,  she  is  toid^  are  more  prominent  than  they  used 
to  be.  Four  months  ago  she  was  told  this,  while  the  swelling 
has  existed  in  the  neck  four  years.  No  other  member  of  the 
family  affected.  The  pupils  are  the  same  in  size  and  reaction, 
no  one-sided  pain ;  no  aching  in  the  eyes.  At  night  she  feels  a 
choking  sensation,  but  no  cough  or  pain  in  chest.  The  tumour 
has  increased  rapidly  during  the  last  three  months,  and  she 
has  got  thin. 

J  une  7. — Operation  at  9  a.m.  The  thyroid  had  diminished 
a  good  deal  since  she  had  been  resting.  A  median  incision  was 
made  from  the  hyoid  bone  to  the  sternum.  Numerous  large 
veins  were  exposed,  and  one  or  two  wounded.  After  drawing 
aside  the  sterno-hyoid  on  right  side,  which  was  thin,  that  on 
the  left  side  was  also  reflected.  Then  the  deep  fascia  was 
divided,  and  the  small  central  tumour  exposed.  It  was 
bluish  and  apparently  cystic.  Above  and  internal  to  this 
the  isthmus  was  exposed,  and  running  off  to  the  left  and 
upward  a  large  mass  of  thyroid  which  concealed  the  trachea ; 
this  also  apparently  concealed  the  greater  part  of  the  tumour. 
Having  decided  to  extirpate  the  left  lobe,  I  proceeded  to 
isolate  the  isthmus  in  order  to  command  the  trachea  as  soon 
as  possible.  A  double  silk  ligature  was  carried  round  and 
the  isthmus  divided;  it  proved  to  be  smaller  than  expected. 
The  tumour  was  then,  with  the  lobe,  dissected  off  the  trachea 
and  all  vessels  closed.  Then  the  lower  part  of  the  tumour 
was  exposed,  and  by  careful  dissection  raised  forward  with- 
out any  trouble  or  haamorrhage.  When  the  upper  extremity 
was  reached  the  inferior  thyroid  vessels  were  tied,  and  it  now 
turned  out  that  the  thyroid  lobe  lay  in  front  of  the  tumour 
and  on  its  median  side.  The  whole  mass  was  now  separated, 
and  consisted  of  a  lobulated  tumour  and  the  left  lobe  of  the 
thyroid. 

The  inferior  thyroid  was  not  seen.  Besides  the  superior 
thyroid  vessels  only  three  other  small  ones  required  ligature. 
These  were  all  secured  with  catgut.  The  numerous  veins  that 
bled  in  the  earlier  part  of  the  operation  were  closed  by  the 
pressure  of   forceps.     The  recurrent  laryngeal  nerve  was  not 
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seen.  After  the  removal  a  deep  cavity  was  left,  the  lower 
part  of  the  floor  of  which  projected  during  expiration. 
Several  silk  sutures  closed  the  wound,  into  which  a  large 
drainage-tube  was  inserted.  The  spray  was  used  throughout, 
together  with  other  antiseptic  precautions. 

The  whole  operation  lasted  about  forty-five  minutes. 
There  was  no  laryngeal  spasm  at  all,  and  very  little  blood  was 
lost,  though  much  more  than  in  the  other  cases,  on  account  of 
the  lobe  being  excised.  Thi-ee  fine  gut  ligatures  and  the  silk 
one  on  the  isthmus  were  all  that  were  necessary. 

The  wound  was  dressed  about  four  times,  the  pulse  and 
temperature  remained  normal,  and  she  was  discharged  well 
on  June  23. 

By  the  eighth  day  the  wound  was  reduced  to  a  small  super- 
ficial granulating  surface.  The  drainage-tube  was  removed 
in  this  case  early,  I  think  within  forty-eight  hours. 

The  tumour  measured  3x2x1^  inches ;  it  was  composed  of 
a  number  of  small  cysts,  separated  by  fibrous  septa  surrounded 
by  a  definite  capsule,  and  contained  the  usual  gelatinous 
material.  There  was  some  solid  material  also.  The  lobe  was 
quite  healthy,  and  was  easily  dissected  off  from  the  growth. 

Case  6.  Thyroid  cyst  behind  right  lobe:  extirpation:  primary 
union. — Mrs.  M.,  get.  24,  was  sent  to  me  by  Dr.  Steele-Perkins, 
of  Streatham.  She  had  a  thyroid  cyst  on  the  right  side,  of 
three  years'  growth.  It  was  freely  moveable,  and  gave  no 
inconvenience  except  from  its  size,  Avhich  was  about  as  large 
as  a  small  orange.  It  appeared  to  be  beneath  the  right  lobe, 
for  an  edge  somewhat  lobulated  could  be  felt  covering  the 
upper  part  of  the  tumour,  while  below  this  it  was  smooth.  The 
former  experience  of  these  tumours  left  it  doubtful  whether 
it  was  a  pure  cyst  or  an  adeno-cystoma.  The  patient  being 
anxious  for  its  removal  I  decided  to  extirpate. 

On  May  31,  1888,  assisted  by  Dr.  Steele-Perkins  and  my 
dresser,  Mr.  Judon,  Mr.  Roper  giving  chloroform,  a  median 
incision  was  made  and  the  right  lobe  exposed,  behind  which 
was  situated  the  tumour.  Just  below  the  lobe  a  part  of  the 
cyst  was  exposed.  The  lower  end  of  the  lobe  was  raised  off 
the  cyst  without  any  bleeding.  Then  the  cyst  was  accidentally 
punctured,  a  circumstance  which  I  thought  would  delay  its 
removal,  but  on  the  contrary  it  much  facilitated  the  measure, 
for  the  edge  could  be  drawn  forward  and  the  gland  dissected 
off  with  a  blunt  dissector.  When  removed  the  pre-vertebral 
muscle  with  the  oesophagus  were  exposed.     The  lobe  was  not 
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interfered  with.  No  vessel  at  all  was  ligatured.  The  cyst 
showed  the  usual  gelatinous  glandular  material  in  the  wall, 
and  the  usual  fluid.  A  smaller  opening  than  usual  sufficed 
owing  to  the  cyst  being  opened.  The  cyst  was  about  two 
inches  in  diameter.  The  wound  was  filled  with  sublimate  solu- 
tion (1  in  1000),  throughout  the  operation  the  spray  not  being 
used.  Fine  silk  sutures,  one  drainage-tube,  iodoform,  and 
gauze.  On  the  second  day  dressed,  and  tube  removed  on  the 
third  day.  Primary  union  took  place,  there  was  no  elevation 
of  pulse  or  temperature,  and  by  the  end  of  a  week  she  w  as  up 
and  about. 

The  accidental  puncture  of  this  cyst  led  me  to  decide  in 
future  cases  to  deal  with  them  as  with  ovarian  cysts — that  is, 
to  make  a  small  cutaneous  incision,  to  expose  thoroughly  and 
open  the  cyst,  and  then  to  pull  it  forward,  pushing  off  the 
gland  with  the  handle  of  a  scalpel  or  a  blunt  dissector. 

Case  7.  Small  right  thyroid  cyst :  extir'pation. — Mrs.  U., 
set.  25,  admitted  into  Martha  Ward,  November  24,  1888. 
Mari-ied,  has  two  children,  youngest  one  year  nine  months. 
After  the  birth  of  the  last  she  observed  the  swelling.  She 
complains  of  a  small  lump  in  the  right  side  of  her  neck, 
situated  on  the  upper  part  of  the  right  lobe  of  the  thyroid, 
just  between  it  and  the  isthmus.  This  is  rounded,  tense,  and 
elastic,  and  just  below  can  be  felt  an  irregular  mass,  which 
appears  to  be  the  lobe  flattened  out.  She  states  that  this 
interferes  with  breathing  at  times,  and  gives  her  a  good  deal 
of  distress,  and  asks  that  it  be  removed.  There  was  no  sympa- 
thetic nerve  distui-bance. 

November  28. — A  small  vertical  median  incision  was  made, 
the  muscles  separated,  and  the  cyst  at  once  exposed.  It  was 
taken  up  by  forceps  and  shelled  out  by  a  director  from  the 
gland  which  surrounded  it  below  and  from  the  fascia  above. 
It  was  opened  in  the  process ;  only  one  small  vessel  in  the 
thyroid  required  ligature.  The  cyst  was  one  inch  in  diameter, 
the  wall  contained  a  few  masses  of  glandular  tissue,  similar 
to  that  usually  found  in  such  specimens. 

The  wound  was  dressed  once  on  the  second  day.  On  the 
fourth  the  sutures  were  removed,  and  by  the  end  of  the  week 
she  had  left  the  hospital.  She  presented  herself  a  couple  of 
weeks  later,  very  much  improved  in  health,  having  gained 
flesh  and  lost  the  haggard  look  she  presented  before  the  ope- 
ration.    A  good  deal  of  her  distress  was  nervous. 

Case   8.  Adeno-cystoma  cf  thyroid  (reported  by    Mr.    N. 
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Irestone). — Keziali  W.^  a^t.  41,  admitted  to  Guy's,  September 
30,  1889.  Married  and  has  three  children.  She  has  lived  in 
India.  Nine  years  ago  the  present  swelling  began ;  the  growth 
has  been  very  slow  until  the  last  three  months,  when  it  has 
increased  rapidly.  There  was  a  large  growth  occupying  the 
left  side  and  middle  line.  It  reached  from  the  upper  border 
of  the  thyroid  cartilage  to  the  sternum  and  over  to  the  right 
sterno-mastoid  muscle.  The  larynx  was  pushed  nearly  an 
inch  out  of  the  median  line.  The  tumour  was  elastic,  moved 
readily,  and  appeared  to  be  connected  with  the  left  lobe  where 
it  joins  the  isthmus. 

October  1,  1889. — A  m-edian  incision  an  inch  and  a  half 
long  was  carried  through  between  the  muscles,  and  the  cyst 
exposed  without  any  bleeding.  After  sufficient  of  the  wall 
was  brought  into  view  the  cyst  was  opened  and  a  good  deal 
of  fluid  evacuated.  The  margins  were  seized  with  forceps  and 
the  cyst  drawn  forwards.  On  inserting  the  finger  a  good  deal 
of  solid  growth  was  found.  The  thyroid  w^as  dissected  off 
Avith  the  finger  and  a  raspatory,  while  the  cyst  was  drawn 
forwards.  No  difficulty  was  experienced  in  removing  the  cyst 
through  an  opening  much  shorter  than  the  length  of  the  cyst. 
One  small  vessel  was  tied  as  the  tissue  peeled  off.  The  wound 
was  constantly  filled  with  sublimate  solution,  the  spray  was 
not  used.  Iodoform  was  freely  dusted,  and  a  drainage-tube 
inserted,  the  wound  closed  with  silk.  The  tube  was  removed 
at  the  first  dressing  on  the  second  day.  The  sutures  were  re- 
moved at  the  second  dressing  on  the  seventh  day.  On  the 
ninth  day  she  got  up,  and  went  out  on  October  12,  the  eleventh 
day.  She  was  a  feeble  cachectic-looking  woman,  and  required 
greater  care  than  usual.  It  was  feared  that  a  small  external 
opening  with  a  wide  and  large  and  deep  cavity  might  occasion 
difficulty  in  securing  a  bleeding  vessel.  It  was  found,  how- 
ever, that  the  wall  of  the  cavity  was  so  elastic  and  loose  that 
it  could  easily  be  brought  up  to  the  surface  and  examined 
in  every  part.  The  method,  therefore,  of  operating  through  a 
small  incision  proved  quite  successful.  The  wall  of  the  cyst 
had  attached  to  it  a  greater  amount  of  solid  adenomatous 
growth  than  usual ;  the  mass  weighed  nearly  three  ounces. 
In  structure  this  was  the  same  as  in  the  other  specimens. 

Remarks. — Of  the  eight  cases,  six  were  in  women  and  two 
in  men.  Six  of  the  patients  -were  thirty  or  under,  while  one 
was  fifty-four.  Several  methods  have  been  adopted  in  the 
treatment  of  cysts  of  the  thyroid  gland.     Of  the  two  leading 
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plans,  one  is  that  of  injecting  perchloride  of  iron  and  setting 
up  suppuration,  and  maintaining  drainage.  This  is  known  as 
Mackenzie's,  upon  which  a  recent  communication  has  been 
published  by  Mr.  Ho  veil.  This  plan  takes,  as  a  rule,  many 
weeks,  and  is  often  attended  with  severe  hectic  fever.  Its 
chief  merit  lies  in  the  small  size  of  the  resulting  scar.  When, 
however,  these  tumours  are  examined,  and  the  adenomatous 
growth  is  found  in  them  (or  calcareous  plates),  one  sees  a 
reason  why  injection  has  only  a  limited  application,  while  for 
the  solid  forms  it  is  of  course  useless.  Leaving  this  plan  then 
to  stand  upon  its  own  merits,  I  myself  prefer  one  that  leads 
to  a  rapid  recovery  in  a  few  days. 

Mayo  Eobson,  and  others  before  and  after  him,  have  advo- 
cated laying  open  the  cyst  and  stitching  it  to  the  skin.  This 
is  also  a  prolonged  method,  leaves  as  large  a  wound,  and  has 
no  advantages  over  extirpation,  when  it  can  be  shown  that 
the  latter  method  can  be  performed  without  haemorrhage. 
These  eight  cases  were  all  treated  by  extirpation.  In  two  the 
lobe  in  which  the  tumour  grew  was  removed,  in  one  the  entire 
gland,  while  in  the  remainder  the  new  growth  was  alone  extir- 
pated. At  the  time  of  the  first  operation  I  knew  little  as  to 
the  safety  of  these  operations,  or  of  the  consequence  attending 
complete  removal  of  the  gland.  But  this  case  taught  me  in 
future  to  be  content  with  one  lobe  at  most.  In  the  second 
the  lobe  was  removed,  the  other  side  being  healthy.  The 
isthmus  was  tied  with  a  silk  ligature,  and  here  also  the  incision 
was  made  over  the  tumour  to  the  right  of  the  middle  line. 
Now  here  three  suggestions  for  improvement  arose.  In  the 
first  place  the  lateral  incision  gives  far  less  space  than  the 
median,  unless,  like  Hahn,  we  are  prepared  to  cut  through  the 
skin  in  various  directions.  In  all  subsequent  cases  the  median 
incision  was  used.  The  lobe  and  the  tumour  can  always  be 
brought  under  the  incision  when  the  deep  fascia  is  divided 
and  the  muscles  separated.  The  next  point  and  the  most 
important  of  all  was  this,  that  after  the  removal  the  tumour 
proved  to  be  completely  encapsuled,  and  might  have  been 
turned  out  with  the  greatest  ease  from  the  back  of  the  lobe. 
This  observation  directed  future  operations,  for  in  all  except  one 
the  lobe  was  dissected  off.  The  third  lesson  learnt  from  this 
case  was  the  method  of  dealing  with  the  isthmus.  The  ligature 
subsequently  came  away,  and  though  this  may  have  been  due  to 
imperfect  preparation,  others  of  similar  size  not  having  given 
trouble,  it  suggested  some  other  method  of  securing  the 
isthmus.      Consequently  in  a  case  of  enormous  goitre,  to  be 
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subsequently  recorded,  I  scraped  tlirough  the  isthmus  with  a 
blunt  dissector,  following  the  sulci  between  the  various  lobules. 
In  this  way  the  tissue  to  be  secured  amounted  to  a  small 
fibrous  band  containing  the  vessels  and  requiring  only  a  fine 
ligature.  There  are  no  large  veins  in  this  part  of  the  gland, 
aud  if  the  lobules  be  first  freely  exposed  little  haemorrhage 
will  result. 

The  experience  gained  was  applied  in  four  other  cases,  and 
with  the  result  that  no  bleeding  occurred  of  any  moment.  In 
one  case  not  a  single  vessel  was  secured,  in  the  others  only 
two  or  three  small  ones. 

In  the  remaining  case  the  lobe  was  removed  because  it 
appeared  that  the  cyst  was  intimately  incorporated  with  it. 
This  was  an  error,  and  due  to  the  fact  that  the  cyst  was 
behind  the  lobe,  and  therefore  the  capsule  could  not  easily  be 
reached.  On  dissecting  this  specimen  it  appeared  that  if  the 
gland  had  been  raised  off  the  cyst,  the  latter  could  easily  have 
been  enucleated.  Prepared  for  a  similar  arrangement,  and 
how  to  deal  with  it,  a  case  soon  came  under  treatment  giving 
the  opportunity  (Case  6).  On  exposing  the  swelling  the  edge 
of  the  lobe  was  seen,  and  below  this  the  lower  rounded  limit 
of  the  cyst.  The  capsule  was  exposed,  and  once  its  level  was 
reached,  the  dissection  was  carried  out  by  a  raspatory,  and 
the  cyst  peeled  out  without  any  haemorrhage  whatever.  In 
this  operation  a  very  important  suggestion  arose.  AVhile 
isolating  the  cyst  it  was  opened,  and  it  collapsed.  This  I 
looked  upon  as  unfortunate,  and  as  likely  to  render  removal 
difficult.  It  proved  otherwise ;  for  by  securing  the  margins 
of  the  cyst  it  was  easily  removed  by  dissecting  back  the 
thyroid.  I  determined  in  a  future  case  of  moderate  dimen- 
sions to  make  a  small  cutaneous  incision,  expose  the  wall  of 
the  cyst  over  a  space  large  enough  to  seize  with  forceps,  open 
it,  secure  the  sides,  and  peel  out  as  one  does  in  ovariotomy. 
This  plan  was  successfully  carried  out  in  the  next  case,  and  in 
the  last  case  an  adeno-cystoma  measuring  three  inches  by  two 
was  removed  through  an  incision  one  and  a  half  inches  Ions'. 
After  removal  the  wall  of  the  large  cavity  could  be  brought 
easily  up  to  the  surface  and  examined  for  bleeding  points. 
The  facility  with  which  this  could  be  done  appeared  to  dispose 
of  the  only  danger  incident  to  the  method,  viz.  inability  to 
secure  a  bleeding  point  deep  in  the  cavity. 

It  may  be  well  to  summarise  the  plan  which  seems  to  me 
the  best.  For  deep-seated  growths  make  a  median  incision 
one  and  a  half  to  two  inches  long,  having  its  centre  opposite  or 
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over  the  centre  of  the  tumour.  When  the  deep  fascia  is 
divided,  and  the  muscles  separated,  the  tumour  and  lobe  can 
at  once  be  brought  to  the  median  line.  Search  next  for  the 
capsule.  In  most  cases  it  will  be  seen  at  once,  but  in  a  few 
the  edge  of  the  gland  may  have  to  be  raised  first.  It  is  most 
essential  to  be  sure  that  the  smooth  white  covering  is  exposed  ; 
for  if  not,  and  the  dissection  be  carried  outside  it,  troublesome 
haemorrhage  is  sure  to  follow — in  fact,  the  entire  success  turns 
upon  this  point.  If  the  tumour  be  solid  it  must  be  dissected 
out  by  a  blunt  dissector,  while  the  margins  of  the  gland  are  held 
aside  by  forceps.  A  cyst  can  be  extirpated  in  the  same  way, 
but  I  have  found  it  much  easier  to  evacuate  the  cyst  at  once, 
protecting  the  parts  with  sponges,  and  then  to  peel  it  out. 
There  is  never  any  pedicle  in  these  cases,  and  therefore  no 
big  vessel  to  tie  as  the  tumour  comes  out.  Haemorrhage  need 
not  be  feared,  and  even  if  it  did  occur,  the  wound  can  then  be 
enlarged.  For  a  cyst  I  suggest  this  plan  as  leaving  less  scar 
and  facilitating  the  operation  ;  a  cyst  two  inches  across  may 
thus  be  removed  without  any  bleeding.  We  may  compare 
these  tumours  to  mammary  adenoma  in  the  ease  with  which 
they  can  be  removed.  They  give  rise  to  less  bleeding,  because 
we  can  reach  the  growth  without  cutting  through  glandular 
tissue.  They  are  overgrowths  of  certain  parts  of  the  thyroid ; 
some  are  solid,  some  cystic,  others  a  mixture  of  these  two. 
They  are  encapsuled,  and  turn  out  with  margins. 

Professor  Hahn,  of  Berlin,  whom  I  saw  remove  a  simple 
cyst  in  January  last,  employed  the  lateral  incision,  enlarging 
it  by  several  other  incisions  in  various  directions.  He  used 
many  silk  ligatures  to  tie  the  surrounding  tissues,  and  finally 
stuffed  the  wounds.  The  method  here  employed  is  superioi-,  in 
that  there  is  less  scar,  less  haemorrhage,  and  primary  union. 
It  is  unnecessary  to  say  more  than  that  strict  care  was  taken  to 
have  everything  aseptic.  I  myself  attach  the  greatest  import- 
ance to  the  use  of  towels  wrung  out  of  lotion  fastened  round 
the  operation  site,  to  the  arms  being  bare,  to  the  use  of  an 
apron  or  towel  pinned  over  the  waistcoat,  both  by  surgeon 
and  assistants. 

In  most  of  the  cases  the  spray  was  used ;  in  three,  sublimate 
only.  The  situation  is  a  good  one  for  the  use  of  solutions,  as 
the  wound  can  be  kept  filled.  The  after  treatment  consists 
in  the  removal  of  the  drainage-tube  on  the  second  day,  and  in 
most  of  the  cases  this  was  the  only  elaborate  dressing,  simple 
boracic  ointment  being  substituted. 

tStrnctnre. — All  the  cysts  contained  the  usual  dark  fluid,  .and 
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in  every  one  there  was  more  or  less  of  solid  material^  looking 
red  and  gelatinous.  This  on  microscopic  examination  showed 
acini  lined  with  cubical  or  columnar  epithelium.  The  solid 
forms  have  the  same  structure.  Hence  the  correspondence  with 
the  adenomata  of  the  breast  is  still  closer,  for  in  both  we  have 
solid  tumours  and  cysts  with  varying  amounts  of  adenomatous 
growths. 

In  the  cases  here  recorded  one  tumour  only  existed  in  each 
case,  but  there  seems  no  reason  whatever  why  two  or  more 
should  not  be  enucleated  at  the  same  operation,  it  being 
always  ascertained  that  the  rest  of  the  gland  is  healthy. 

As  to  diagnosis  between  cystic  and  solid,  it  seems  in  small 
growths  at  least  impossible  to  decide  without  aspiration.  I 
prefer  to  operate  at  once  without  previous  exploration,  and 
puncture  the  tumour  when  freely  exposed.  A  perusal  of  the 
cases  will  show  that  in  all  but  one  the  symptoms  demanded 
relief.  Removal  is  unnecessary  where  symptoms  are  absent, 
unless  the  patient  requests  it. 

In  conclusion  I  would  like  to  add  that  in  this  communica- 
tion my  only  object  has  been  to  relate  my  own  experience  up 
to  the  present  time,  in  the  hope  that  it  may  prove  useful  to 
others,  and  not  to  attempt  to  formulate  a  method  which  in  some 
cases  may  be  unsuitable.  For  instance,  it  may  occasionally  be 
necessary  to  increase  the  incision  by  an  oblique  extension 
upward  where  the  tumour  is  solid,  but  a  previous  evacuation 
in  cysts  will,  I  think,  render  this  unnecessary. 

Note. — Some  of  the  cases  have  been  mentioned  in  a  paper 
published  in  the  Q-mfs  Hospital  Reports  by  Mr.  Pennell,  viz. 
Nos.  1,  2,  3,  4,  and  5. 
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66     Mr.  Battle's  Case  of  Aneurysm  simulating  Abscess. 


X. — A  case  in  which  a  diffuse  Aneurysm  developed  in  the 
calf  of  the  leg^  simulating  Abscess.  Recovery  after 
removal  of  parts  of  the  popliteal  and  tibial  arteries. 
By  William  H.  Battle.     Bead  December  13,  1889. 

JF.,  fet.  28,  a  labourer,  was  admitted  into  St.  Thomas's  Hos- 
•      pital  under  the  care  of  Mr.  John  Croft  on  December  27, 
1887,  and  left  October  27,  1888. 

About  j&ve  weeks  before  admission  he  was  coming  down  a 
ladder,  and  his  foot  slipped  off  the  last  rung.  He  did  not 
take  much  notice  of  it  at  the  time,  but  the  next  day  it  was 
painful,  and  the  calf  was  slightly  swollen ;  he  consulted  a 
doctor,  who  gave  him  some  liniment.  The  patient  was  able 
to  get  about  and  do  his  work  for  a  few  days,  but  at  the  end 
of  a  fortnight  was  obliged  to  give  up  on  account  of  increasing 
pain  and  swelling  in  the  leg ;  this  was  especially  marked  in 
the  lower  part.  Since  that  time  the  pain  had  been  very 
severe,  worse  at  night,  and  preventing  sleep. 

The  family  history  was  good.  He  was  married,  and  had 
two  children,  both  healthy.  He  was  healthy  himself,  so  far 
as  he  knew  -,  had  suffered  from  smallpox,  but  had  not  had 
any  venereal  disease. 

On  admission  he  was  a  pale,  sallow,  anaemic,  anxious-look- 
ing man,  marked  by  smallpox,  complaining  of  pain  and 
swelling  in  the  left  leg.  He  was  of  slight  build.  Examina- 
tion of  the  leg  showed  much  swelling  from  the  knee  down- 
wards, the  leg  being  at  least  a  third  larger  than  the  right, 
and  in  shape  almost  circular.  The  limb  was  hot,  painful, 
and  tender.  About  5  inches  from  the  ankle  on  the  inner  side 
was  an  area  of  marked  redness ;  here  there  was  fluctuation, 
oedema  extended  all  round  the  ankle-joint,  obscuring  the 
bony  prominences.  There  was  no  pulsation  in  the  swelling, 
and  the  arteries  at  the  ankle  were  not  to  be  felt.  With  the 
exception  of  the  point  mentioned,  the  impression  given  by 
the  leg  was  that  of  hardness  due  to  great  stretching  and  ex- 
cessive tension  of  the  parts  by  fluid,  which  had  commenced 
to  form  deeply  in  the  calf,  and  now  extended  from  the  upper 
end  of  the  tibia  to  within  4  inches  of  the  internal  malleolus. 
The  temperature,  taken  in  the  axilla,  was  102*8°. 
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My  impression  at  the  time  was  that  the  m.an  was  suffering 
from  an  abscess  of  the  deep  calf^  into  which  there  had  been 
recent  hasmorrhage  from  ulceration  of  vessel. 

Acting  for  Mr.  Croft,  it  seemed  to  me  the  best  thing  for 
the  patient  to  have  the  swelling  opened.  By  that  means  the 
tension  would  be  diminished,  the  cavity  emptied  and  drained, 
and  the  patient  relieved  of  his  pain.  Accordingly  in  the 
evening  Dr.  Bulstrode  kindly  gave  ether,  and  after  shaving 
and  washing  the  leg  an  incision  about  an  inch  long  was 
made  an  inch  behind  the  tibia  over  the  red  and  fluctuating 
part ;  this  was  done  with  care  under  the  spray.  Directly 
the  deep  fascia  of  the  leg  was  incised  there  was  a  gush  of 
pure  blood,  but  no  pus  escaped.  Esmarch's  bandage  was 
at  once  applied  above  the  knee,  a  finger  meanwhile  being 
kept  in  the  wound  to  prevent  further  escape  of  blood.  After 
this  the  incision  was  slightly  enlarged,  and  the  cavity  emptied 
of  its  contents ;  these  consisted  almost  entirely  of  bright  fluid 
blood  with  some  laminated  blood-clots.  As  the  light  was  not 
good,  and  other  circumstances  were  unfavorable,  the  patient's 
consent  not  having  been  obtained  for  operation  which  might 
mean  amputation  of  the  limb,  it  was  decided  to  plug  the 
wound,  and  do  what  might  be  necessary  on  the  following  day. 
Long  strips  of  lint  were  passed,  and  the  cavity  plugged  as 
far  as  possible  in  its  whole  extent,  the  ends  being  left  out  at 
the  incision ;  a  pad  of  oiled  lint  was  placed  over  this,  the 
limb  enveloped  in  absorbent  cotton  wool,  evenly  bandaged 
to  above  the  knee,  Esmarch's  bandage  removed,  and  the  leg 
placed  on  a  Mclntyre's  splint.  He  passed  a  fair  night,  being 
able  to  sleep,  and  was  without  pain.  The  temperature  fell  to 
]00'8°  at  12,30  on  the  28th,  and  he  was  more  comfortable 
altogether. 

On  that  day  Mr.  Pitts  and  Mr.  Makins  kindly  saw  him  in 
consultation,  and  approved  of  my  proposal  to  open  up  the  cavity 
and  explore.  The  former  was  able  to  give  me  his  valuable 
assistance.  Accordingly  at  2  p.m.  ether  was  again  adminis- 
tered, and  the  wound  examined.  There  had  been  but  slight 
oozing.  The  plugs,  which  must  have  weighed  quite  1^  lb., 
were  removed  after  the  application  of  Esmarch's  band  above 
the  knee.  The  thigh  and  leg  were  flexed,  and  laid  on  the 
outer  side.  With  the  finger  in  the  wound  the  incision  was 
rapidly  extended  upwards  in  a  line  about  one  inch  behind  the 
posterior  margin  of  the  tibia,  as  high  as  the  tuberosity  of 
that  bone,  the  large  cavity  carefully  sponged  from  adherent 
clot,   and  search,    which    proved    unsncce>sful,   made   for  an 
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opening  into  vessel.     None  could  be  seen,  so  the  elastic  band 
was  removed,  and  a  single  pulsation  permitted.     A  gush  of 
blood  from  the  outer  and  upper  part  of  the  wound  followed. 
The   band   was    reapplied,  and   as    the  point  could   not  be 
reached  without  further  extension  of  incision,  this  was  carried 
obliquely  upward  and  outward  into  the  popliteal  space,  some 
of  the  internal  head  of  the  gastrocnemius  muscle  being  divided; 
a  branch  artery  to  this  muscle  was  cut  close  to  the  popliteal 
artery,  as  this  vessel  made  an  unexpected  turn  backwards  to 
reach  the  popliteal  space.     It  was  now  possible  to  reach  and 
examine  the  opening  in  the  vessel;  this  was  in  the  posterior 
aspect,  about  4  lines  in  length,  and  situated  in  the  posterior 
tibial  artery  just  below  the  bifurcation  of  the  popliteal.     A 
probe  was  passed  upwards  into  the  popliteal  and  downwards 
into  the  posterior  tibial ;  for  a  short  distance  in  each  of  these 
directions  the  fascia  was  stripped  off  the  vessels,  leaving  them 
exposed.     As  the  opening  in  the  artery  was  too  close  to  the 
anterior  tibial  origin  to  admit  of  the  application  of  a  ligature 
between  the  two    without  almost  a  certainty  of    secondary 
haemorrhage,   and   a  small  vessel  previously  mentioned  had 
been  divided  close  to  the  main  trunk  above,  it  was  considered 
best  to  apply  ligatures  to  the  popliteal  above  that  point,  to 
the  anterior  tibial  just  beyond  its  origin,  and  to  the  posterior 
tibial   below  the  opening.     These  vessels  were  accordingly 
cleared,  silk  ligatures  applied  at  the  points  indicated,  and  the 
portions  of  vessels  included  dissected  out.     No  branches  were 
given  off  from  the  parts  removed.     The  interior  of  the  cavity, 
which  extended  from  the   point  at  which  the  ligature  was 
applied  to  the  popliteal  downwards  to  within  four  inches  of 
the  internal  malleolus,  and  outwards  to  the  deep  fascia  of  the 
leg,  was  lined  by  shreddy  bits  of  muscle  and  fibrous  tissue ; 
whilst  the  interosseous  membrane  and  deep  muscles  had  been 
pushed  forward  between  the  bones  with  the  vessels,  the  pop- 
liteal being  thus  compelled  to  make  an  unusual  and  abrupt 
curve  backwards  to  reach  the  surface  of  the  popliteus  muscle. 
The  muscles  were  thinned,  stretched,  and  atrophied.     When 
the  finger  was  pressed  between  the  bones  from  behind,  the 
relaxed  structures  gave  way  before  it,  and  the  anterior  aspect 
of  the  leg  formed  almost  a  half-circle  from  bone  to  bone.     A 
few  small  vessels  required  ligature  in  the  wound.     The  whole 
surface   was  lightly  washed  with  a  chloride  of  zinc   solution 
(40  grs.  to  3j),  and  then  with  carbolic  solution  ( 1  in  40) ;  stitches 
were  inserted    and    three  drainage-tubes,  iodoform  powder, 
gauze,  and  salicylic  wool  applied  with  a  gauze  bandage.     The 
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limb  was  replaced  in  the  splint^  having  been  enveloped  in 
cotton  wool  applied  under  a  flannel  bandage.  The  margins 
of  the  opening  in  the  vessel  were  covered  with  granulations, 
which  appeared  somewhat  exuberant.  The  popliteal,  which 
seemed  smaller  than  usual,  and  the  upper  parts  of  the  vessels 
removed,  were  apparently  normal.  There  was  no  atheroma 
or  softening. 

I  may  mention  that  examination  of  the  internal  organs 
showed  no  sign  of  disease.  The  heart  was  normal,  and  there 
was  no  albuminuria.  Subsequent  examinations  confirmed  this 
statement. 

December  29. — He  had  slept  for  two  hours  after  an  injec- 
tion of  morphia.  Complained  of  no  pain,  and  had  had  no  sick- 
ness. There  is  no  discharge  showing  through  the  dressings. 
The  toes  are  warm  and  there  is  sensation  in  them,  but  he 
cannot  accurately  define  it;  says  that  the  middle  toe  is  touched 
when  one  touches  the  little  toe.  They  are  pale,  and  the  colour 
varies  but  little  on  pressure.  At  10.30  p.m.  the  pulse  was 
still  rapid — 130,  full.  Tongue  furred,  breath  foul,  perspiring 
gently.  Temp.  103"4°.  Toes  quite  warm  and  slightly  pink 
in  colour,  varying  with  pressure.  Complains  of  uneasiness 
in  the  toes,  but  cannot  localise  it.  His  expression  is  good,  says 
that  he  is  comfortable  and  has  completely  lost  his  pain. 

December  30. — Had  morphia  (quarter  of  a  grain)  last  night, 
after  which  he  slept  for  half  an  hour,  waking  up  in  a  profuse 
perspiration.  After  this  he  continued  to  doze  at  intervals. 
Takes  nourishment  well.  Temperature  at  8  a.m.  102"4". 
At  1.30  P.M.  the  leg  was  re-dressed,  the  discharge  having  come 
through ;  this  consisted  of  serous  oozing  and  a  little  blood. 
The  wound  was  syringed  out.  Some  swelling  was  present 
over  the  tibia  ;  with  discoloration  in  the  neighbourhood  of  the 
wound,  and  the  stitches  were  somewhat  drawn  upon.  The 
ankle  is  still  oedematous,  and  the  foot  and  leg  pale  but  warm  ; 
the  colour  does  not  appear  to  change  much  on  pressure. 
Sensation  in  toes  imperfect.  4  p.m. — Pulse  120,  full  but  com- 
pressible ;  temp.  102*6°. 

December  31. — Is  comfortable  excepting  for  occasional 
pain  shooting  up  from  the  heel  to  the  toes.  Pulse  112,  temp. 
101  "8°.  Was  restless  during  the  night,  and  wandered  slightly 
in  his  sleep.  11.30  p.m. — Wound  re-dressed  ;  there  was  a  sour 
smell ;  no  bagging  in  the  calf  of  the  leg  ;  upper  part  healed  by 
first  intention,  lower  part  around  the  lowest  drainage-tube 
sloughy  on  the  surface,  and  almost  waxy  in  appearance.  Leg 
slightly  ccdematous,  and  skin  shiny  over  the  middle  third  of 
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the    tibia.      Foot    warm,    but    sensation   imperfect.      Temp. 
102-2°. 

January  2,  1888. — He  looks  a  good  deal  better  this  morning 
and  feels  very  comfortable,  excepting  for  slight  pain  at  times 
running  into  the  foot.  Wound  re-dressed ;  there  is  a  good  deal 
of  suppuration,  especially  at  the  lower  end  of  the  wound,  and 
very  offensive  smell.  A  number  of  small  pieces  of  disor- 
ganised clot  were  syriuged  out  of  the  wound.  The  sutures 
were  removed ;  fair  union  had  taken  place  between  the  tubes. 
Temp.  100°,  pulse  98. 

January  3. — Perchloride  of  mercury  solution  (1  in  1000) 
used  instead  of  the  carbolic  solution,  and  the  wound  dressed 
twice  a  day,  sloughs  coming  away  with  syringing.  Temp.  99°. 
From  this  date  until  the  end  of  January  there  was  much  dis- 
charge, and  sloughs  were  constantly  washed  away,  some  of 
them  being  of  large  size,  but  it  was  not  possible  to  say  from 
what  part  of  the  wound  they  were  derived.  The  perchloride 
solution  did  not  succeed  in  diminishing  the  offensiveness  of  the 
discharge  so  carbolic  acid  was  again  used  on  January  8,  and 
boracic  acid  substituted  for  this  on  February  15.  Meanwhile 
the  general  condition  of  the  patient  improved,  he  lost  his 
anxious  aspect  and  put  on  flesh.  For  some  time  he  was  un- 
able to  sleep  without  morphia,  but  was  gradually  weaned  of 
what  was  becoming  a  habit.  The  temperature  between 
January  3rd  and  February  20th  did  not  at  any  time  rise  above 
100*8°,  and  was  generally  under  99°,  rising  without  apparent 
reason  to  100'4°  on  four  occasions  in  the  evening.  The 
morning  temperature  was  usually  normal  or  subnormal. 

January  20. — The  leg  and  foot  have  become  of  almost 
normal  size  and  appearance  excepting  for  the  wound.  The 
sensation  still  imperfect.  The  circulation  in  the  foot  appeal's 
good,  but  none  of  the  arteries  of  the  foot  or  ankle  can  be  felt. 
On  the  posterior  aspect  of  the  leg  in  the  position  of  the  ex- 
ternal saphena  vein  is  a  large  artery  which  can  be  traced 
down  the  middle  third  of  the  leg,  but  becomes  lost  about  the 
middle  of  the  lower  third.  The  superior  internal  articular  artery 
is  also  distinctly  enlarged,  and  can  be  felt  winding  forwards 
towards  the  anterior  part  of  the  knee-joint.  All  the  wounds 
above  the  upper  tube  united  by  first  intention,  the  lower  two 
thirds  present  a  healthy  granulating  surface  about  six  inches 
in  length,  in  which  are  the  two  lower  openings  for  drainage- 
tubes  ;  the  cavity  is  much  diminished  in  size,  the  leg  feeling 
much  firmer ;  the  tubes  have  been  shortened  three  times. 

By  February  15  there  was  further  diminution  in  the  size 
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o£  the  cavity,  but  a  probe  could  be  passed  across  to  tbe  outer 
side  of  the  leg,  and  struck  bare  bone  on  the  posterior  surface 
of  the  tibia  over  a  considerable  area. 

On  February  20  the  drainage-tubes  were  all  removed. 
Next  day  lie  was  feverish,  the  temperature  rose  to  101*2°  at 
night;  on  the  following  morning  it  had  fallen  to  98*6°.  The 
upper  part  of  the  scar  was  found  to  be  undermined  by  pus,  and 
there  was  an  enlarged  and  tender  gland  in  the  femoral  region. 
A  small  incision  was  made,  and  a  piece  of  drainage-tube  in- 
troduced. The  temperature  was  100°  at  8  p.m.,  but  became 
normal  next  day,  and  continued  so — excepting  on  March  5 
(100°  P.M.),  14th  (102°),  and  15th  (100-2°)— until  the  evening 
of  the  17th,  when  it  was  100*6°,  and  he  complained  of  pain  in 
the  leg;  there  was  no  evidence  of  inflammation  about  it.  The 
pain  continued,  and  on  the  18th  the  temperature  rose  to  102*2° 
at  night,  and  next  morning  the  wound  looked  red  and  angry. 
The  redness  and  swelling  increased,  the  temperature  rose  to 
103*4°  P.M.  from  99*6°  in  the  morning,  and  reached  104*6°  by 
6  A.M.  on  the  20th.  On  this  date  the  redness  was  spreading 
with  a  defined  raised  margin,  he  suffered  from  vomiting  and 
severe  headache,  rapid  pulse,  furred  tongue,  and  there  was 
no  doubt  about  the  presence  of  erysipelas.  He  was  accordingly 
transferred  to  the  Erysipelas  Ward.  This  was  a  very  sharp 
attack ;  the  redness  spread  up  the  thigh  and  down  the  leg, 
the  temperature  kept  high,  being  usually  104°  or  above  at 
8  P.M.,  and  from  100°  to  104*2°  at  8  a.m.,  with  considerable 
constitutional  disturbance  for  some  days.  On  the  fifth  day 
of  the  attack  the  right  knee-joint,  which  had  been  gradually 
filling  with  fluid,  was  tense,  and  there  was  oedema  around  it, 
with  pain  on  movement.  It  was  aspirated,  and  five  and  a 
half  ounces  of  glairy  yellowish  fluid  drawn  off,  yielding  on 
standing  a  purulent  deposit.  After  this  tapping  the  tempe- 
rature improved,  becoming  a  degree  or  so  lower  in  the  evening; 
the  fluid  reaccumulated  slowly,  he  suffered  from  profuse 
perspirations  and  slept  badly  at  night  from  the  starting  of  his 
limb.  The  pulse  was  rapid,  hard,  and  not  easily  compressible. 
The  tongue  was  red  and  dry,  but  he  took  food  well.  On  the 
tenth  day  the  inflammatory  swelling  of  the  leg  had  diminished, 
though  it  was  still  marked  in  the  most  dependent  parts 
laterally,  and  the  granulations  were  very  oedematous.  The 
joint  was  not  tender,  and  there  was  no  jumping.  On  the 
fourteenth  day  the  erysipelas  had  left  him,  but  the  joint  was 
full  of  fluid,  and  again  required  aspiration  on  the  eighteenth 
day,  when  two  ounces  of  purulent  fluid  were  removed.    Whilst 


72      Mr.  Battle's  Case  of  Aneurysm  simulating  Abscess, 

in  tlie  Erysipelas  Ward  a  slough  formed  on  the  heel,  and  it 
was  not  until  May  12  that  this  separated. 

On  April  24  his  general  condition  had  improved,  he  was 
taking  food  better,  and  was  more  inclined  to  help  himself. 
There  was  generally  some  discomfort  about  the  foot  in  the 
evening,  and  the  temperature  rose  to  100°  and  101°;  there  was 
not  at  this  period  any  great  amount  of  discharge  from  the 
wound.  The  swelling  of  the  knee-joint  had  been  gradually 
diminishing  in  size  since  the  last  aspiration  on  April  7,  during 
the  whole  of  which  time  an  ice-bag  has  been  kept  constantly 
applied,  the  joint  being  now  to  all  appearances  free  from  fluid. 
There  was,  however,  some  thickening  to  the  inner  side  of  the 
patella,  and  a  rough  crepitus  which  could  be  felt  about  a  week 
previously  had  now  disappeared ;  active  movement,  though 
limited,  was  painless. 

On  June  5  the  following  note  was  made.  The  wound 
having  made  absolutely  no  progress  lately,  and  there  being 
more  discharge  than  could  be  accounted  for  by  what  was 
apparent  on  the  surface.  Mr.  Battle  this  morning  had  the 
patient  placed  under  ether,  and  slit  up  the  cicatrix  between 
the  upper  and  middle  openings.  All  the  tissues  cut  through 
were  very  vascular,  the  oozing  of  blood  being  very  free, 
although  no  artery  required  ligature.  The  cavity  made 
extended  nearly  to  the  outer  side  of  the  limb,  and  was  about 
2^  inches  in  length.  The  sinuses  which  had  contained  drainage- 
tubes  were  scraped  with  a  sharp  spoon.  The  lower  opening 
was  also  examined  and  scraped.  No  bare  bone  was  found. 
This  opportunity  of  bending  the  knee  was  used,  and  many 
adhesions  were  heard  to  give ;  it  was  not,  however,  fully  flexed. 
The  wound  was  plugged  tightly  with  carbolic  oil  lint,  the  limb 
wrapped  in  cotton  wool,  and  a  bandage  lightly  applied.  For 
some  time  the  discharge  was  much  increased,  and  the  wound 
looked  sloughy,  but  with  appropriate  applications  and  daily 
plugging  it  had  healed  by  August  14,  with  the  exception  of  a 
little  superficial  sore. 

The  history  of  the  wound  in  this  case  is  one  of  repeated 
disappointments  ;  before  the  attack  of  erysipelas  on  March  20 
there  had  been  a  few  rises  in  temperature,  each  accompanied 
by  a  breaking  down  of  some  of  the  newly  formed  tissue ;  and 
after  that  date  for  a  considerable  period  as  the  wound  closed 
up  more  fully  the  attacks  increased  in  severity.  To  describe 
one  is  to  describe  all,  allowance  being  made  for  the  variations 
in  the  extent  of  the  part  affected  and  corresponding  rise  of 
temperature.     As  an  instance  : — 
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"  On  July  6  the  patient  was  quite  well  in  the  morning,  in 
the  evening  he  complained  of  some  pain  in  the  wound. 

"  July  7. — Eedness  around  the  upper  part  of  the  wound 
with  oedema;  there  was  no  definite  margin  to  the  redness. 
The  femoral  glands  were  enlarged  and  tender.  Lead  lotion 
was  applied.'^ 

"  July  9. — A  great  deal  of  discharge  from  the  upper  wound, 
and  the  whole  of  the  upper  part  of  the  scar  appeared  to  be 
undermined.  The  redness  was  much  less  and  the  pain  gone. 
His  temperature  had  fallen  to  99°. 

"July  16. — Wound  granulating  from  the  bottom,  very 
little  discharge^  and  that  healthy." 

Each  attack  was  accompanied  with  enlargement  of  the 
femoral  glands,  and  subsided  on  the  discharge  from  the  newly 
formed  scar  tissue  of  purulent  or  sero-purulent  character.  It 
appeared  to  me  that  these  attacks  might  be  due  to  inability  of 
the  scar  to  consoldiate,  from  its  extent  and  situation,  so  great 
attention  was  paid  to  the  application  of  the  splint.  It  was 
afterwards  considered  that  the  reason  might  be  due  to  the  fact 
that  the  muscles  of  the  calf  were  too  tense,  not  allowing  of 
contraction  of  the  scar,  and  a  division  of  the  tendo  Achillis 
was  done  to  allow  of  the  contraction. 

Mr.  Robinson  did  this  on  September  8,  and  afterwards 
placed  the  leg  and  foot  in  plaster-of -Paris  splints.  The  knee 
was  then  moved  and  some  adhesions  broken  down. 

On  September  12  he  was  up  and  going  about  on  crutches. 
The  superficial  parts  of  the  scar  gave  way  again  after  this,  and 
kept  him  in  bed  for  a  time,  but  the  scar  appeared  firm  when 
he  went  to  Bexhill  Convalescent  Home  on  October  27.  The 
scar  broke  down  several  times  afterwards,  but  the  wound  had 
closed  when  the  man  was  shown  to  the  Society  at  the  last 
meeting  of  the  session  1888-9. 

1  wish  to  thank  Mr.  Croft  for  having  given  me  permission 
to  look  after  the  patient,  and  Mr.  F.  R.  S.  Milton  for  his 
unremitting  attention  to  him. 

It  is  probable  that  amputation  would  have  been  performed 
when  the  extent  of  the  mischief  was  revealed,  but  the  patient 
who  in  the  morning  had  given  his  consent  to  amputation,  re- 
fused it  before  going  under  ether,  and  I  was  not  told  of  this 
until  the  question  was  discussed,  when  it  was  too  late  to  do 
more  than  a  conservative  course. 

It  seemed  to  me  that,  on  account  of  the  rare  character  of 
the  case,  it  might  be  Avorth  while  to  search  medical  literature 
for  cases  of   a  similar  kind   and   in  a   similar   situation.     I 
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have  found  but  few,  and  most  of  them  were  easy  of  diagnosis, 
there  having  been  a  well-marked  pulsation  in  the  tumour 
during  some  period  of  its  growth. 

Guthrie,  who  acted  as  surgeon  to  the  troops  during  the 
Peninsular  War,  treated  a  case  in  which  there  was  a  rapid 
swelling  of  the  calf,  with  a  history  of  a  smaller  pulsating 
swelling  preceding  it.  There  had  been  a  rupture  of  a  poste- 
rior tibial  aneurysm. 

In  a  case  of  aneurysm  of  the  posterior  tibial  resulting  from 
a  wound  of  the  calf  of  the  leg  seven  months  previously  it  was 
proposed  to  try  Esmarch's  bandage,  but  the  result  is  not 
given. "^ 

A  man  set.  34,  admitted  with  a  tumour  in  the  middle 
of  the  calf,  pulsating  and  with  a  well-marked  bruit.  It  dated 
from  six  months  before,  and  a  swelling  was  noticed  directly 
after  he  had  jumped  a  fence,  feeling  at  the  time  something 
give  way  in  the  calf.  There  was  a  curious  history  in  the  case. 
It  was  said  that  nineteen  years  earlier  he  had  received  a 
wound  in  the  calf  of  the  leg  whilst  bathing,  from  the  spine  of 
a  stingaree  fish  [Trachinus  draco),  and  Gross  was  inclined  to 
think  that  the  aneurysm  was  the  result  of  rupture  of  the 
cicatrix  of  the  artery  which  formed  then.  He  ligatured  the 
posterior  tibial  through  an  incision  four  inches  in  length,  and 
the  man  recovered.f 

A  postman  had  received  a  wound  from  a  knife  in  the 
upper  and  inner  side  of  the  left  leg  five  weeks  before  admis- 
sion. Spence  made  an  incision  about  eight  inches  in  length 
through  the  gastrocnemius  and  soleus  muscles,  and  evacuated 
pus  and  clot.  The  posterior  tibial  had  been  injured  close  to 
the  popliteal,  and  also  one  of  the  venae  comites.  He  applied 
a  ligature  above  and  below  the  wound  in  both  the  artery  and 
vein.  A  ligature  was  also  applied  upon  the  anterior  tibial 
just  below  the  bifurcation  of  the  popliteal.  The  ligatures 
were  left  hanging  out,  and  the  foot  covered  with  cotton  wool 
and  slightly  elevated ;  they  separated  in  eight  days,  and  the 
man  recovered.^ 

*  Brit.  Med.  Journ.,  1878. 

f  Gross,  Fhil.  Med.  Times,  vol.  ii,  p.  374. 

j  Spence,  Med.  Times  and  Gaz.,  1872. 
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XI. — A  Traumatic  Aneurysm  folloiving  a  fracture  dislo' 
cation  of  the  spine  in  the  dorso-lumbar  region,  pre- 
sumably connected  u'ith  the  lumbar  arteries.  By 
W.  G.  Spencer.     Bead  January  10,  1890. 

THE  case  was  under  my  care  at  tlie  Westminster  Hospital 
during  Mr.  Davy's  absence,  and  I  am  indebted  to  Mr, 
De  Renze  for  the  notes. 

W.  T.,  set.  58,  a  thin,  haggard-looking  man,  had  always 
been  well  until  the  accident.  There  was  no  history  of  syphilis, 
and  he  is  sure  that  his  back  was  sound  and  straight  until  the 
injury. 

In  July,  1888,  whilst  painting  on  a  scaffold  at  an  infirmary 
he  fell  thirty  feet,  and  remained  insensible  fifteen  minutes. 
He  was  put  to  bed  in  the  infirmary,  and  told  that  no  bones 
were  broken.  He  stated  that  his  back  was  not  examined. 
He  felt  much  bruised  and  shaken  :  he  had  difficulty  in  bend- 
ing his  back,  and  pains  in  both  his  legs. 

Four  days  after  the  accident  he  went  home.  He  was  able 
to  stand  and  walk,  but  it  caused  such  pain  in  the  loins  and 
legs  that  he  had  to  keep  in  bed.  Later  on  he  returned  to  the 
infirmary,  and  the  injury  to  his  back  was  recognised.  He 
said  that  during  this  time  the  urine  was  thick,  and  had  a 
sediment,  but  he  had  no  incontinence  of  urine,  nor  loss  of 
power  in  his  legs. 

Later  on,  the  actual  cautery  was  applied  on  either  side  of 
the  angular  prominence,  but  quite  superficially,  without 
influence.  Also  a  plaster  jacket  was  applied  but  without 
relieving  the  pain.  On  one  occasion  only  he  passed  about  a 
pint  of  urine,  very  largely  mixed  with  blood-clot,  shortly  after 
getting  out  of  bed. 

In  August,  1889,  I  found  him  complaining  of  a  constant 
burning  pain  across  the  loins  and  down  his  left  leg,  both  back 
and  front,  to  the  knee.  There  was  no  pain  in  the  right  leg. 
He  did  not  complain  of  any  vascular  troubles. 

There  was  an  angular  curvature  of  the  spine,  caused  by  a 
prominence  of  the  spinous  processes  of  the  eleventh  and 
twelfth  dorsal,  and  first  lumbar  vertebree.  The  prominence 
of   the  angle  suggested  that  one  vertebral  body  had   been 
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partly  crushed.  On  either  side  of  the  prominence  was  a 
pulsating  tumour  extending  from  the  tenth  rib  downwards 
for  four  inches^  and  to  the  side  for  two  inches  from  the  outer 
border  of  the  erector  spinee.  The  skin  was  not  raised  above 
the  general  level,  but  pulsations  could  be  seen  by  looking 
obliquely.  When  the  fingers  or  the  stethoscope  were  applied, 
they  were  raised  up  half  an  inch  by  each  pulsation.  Both 
tumours  were  clearly  expansile  on  palpation,  and  the  pulsation 
was  approximately  symmetrical.  No  bruit  was  heard.  No 
abdominal  pulsation  nor  swelling  could  be  felt.  On  deep 
epigastric  pressure  he  complained  of  pain,  but  it  seemed  no 
more  than  might  be  expected.  The  iliacs,  and  the  femorals, 
and  the  circulation  of  the  lower  limbs  were  quite  normal. 

The  heart  was  affected  by  aortic  valvular  disease;  the 
pulse  had  markedly  regurgitant  characters.  The  brachial 
arteries  were  very  tortuous,  especially  on  the  right  side.  At 
the  bifurcation  of  the  left  carotid  there  was  a  fusiform  aneu- 
rysm, about  1 1  inches  in  diameter. 

The  patella  reflex  on  both  sides  was  greater  than  normal. 
There  was  impaired  sensation,  tactile  and  to  temperature,  of 
the  sole  of  the  left  foot,  and  of  the  dorsum  up  to  the  malleoli. 
On  the  right  foot  sensation  was  normal  to  1|  inches  below  the 
malleoli.  The  right  thigh  was  less  in  circumference  by  one 
inch  than  the  left.  There  was  no  paralysis.  Micturition, 
defsecation,  and  the  urine  were  normal. 

He  remained  in  bed  from  August  to  the  beginning  of 
December.  He  was  weak,  and  his  appetite  was  very  bad.  In 
consequence  no  attempt  was  made  to  restrict  his  diet.  He 
took  iodide  of  potassium,  fifteen  grains  daily.  For  the  first 
two  months  the  pulsating  swellings  in  the  back  seemed  to 
diminish  a  little,  but  during  the  last  month  there  was  a  decided 
increase  and  a  loud  bruit  became  audible  at  one  place  on  the 
left  side.  The  tumour  could  be  felt  to  extend  for  6  inches 
from  the  spine  on  the  left,  and  4  inches  on  the  right.  The 
carotid  aneurysm  remained  unaltered.  His  pain  across  the  loins 
and  down  the  leg  was  the  same.  The  impaired  sensation  of 
the  feet  improved,  so  that  anesthesia  was  limited  to  the  toes. 

He  wished  to  leave  for  the  Chertsey  Infirmary  in  order  to 
be  near  his  friends,  but  I  hope  by  the  kindness  of  the  visiting 
physician  to  watch  him. 

My  colleagues  at  the  Westminster  Hospital  saw  the  patient 
with  me  on  several  occasions,  and  they  all  agreed  that  the 
tumours  in  the  back  were  pulsatile  and  expansile,  and  also 
that   no   abdominal  pulsation  nor  tumour  could  be  felt.     I 


Mr.  Spencer's  Case  of  Traumatic  Aneurysm.  77 

intended  to  sliow  liim  to  the  Society,  but  on  tlie  appointed  day 
the  tumours  had  become  larger,  and  there  was  more  pain. 

If  the  history  is  correct  the  fracture  dislocation  must  have 
been  firmly  impacted  from  the  first,  or  he  could  not  have 
walked  out  of  the  Infirmary  four  days  after  the  accident. 
There  is  no  history  relating  to  the  vascular  changes,  for  they 
had  not  attracted  the  attention  of  the  patient  before  I  found 
them. 

A  pulsating  expansile  swelling  on  either  side  of  the  spine, 
which  has  increased  somewhat  in  three  months,  and  over 
which  a  bruit  is  heard,  must  be  an  aneurysm,  and  if  an 
aneurysm,  traumatic  in  origin,  predisposed  to  by  the  arterial 
disease.  The  absence  of  abdominal  tumour  or  pulsation  ex- 
cludes almost  certainly  any  direct  connection  of  the  aneurysm 
with  the  aorta,  renal  or  splenic  arteries,  because  all  aneurysms 
of  these  arteries  tend  to  enlarge  in  the  direction  of  least  re- 
sistance, i.  e.  forwards,  so  as  more  or  less  to  fill  the  abdomen. 
There  remain,  therefore,  only  the  lumbar  arteries.  If  we 
allow  that  the  aneurysm  has  a  part  of  the  lumbar  fascia  in 
front  of  it,  the  direction  of  least  resistance  may  be  backwards 
and  outwards.  The  approximate  symmetry  of  the  tumours 
and  of  the  pulsation  suggests  that  lumbar  vessels  from  both 
sides  are  supplying  the  sac  of  an  aneurysm  which  is  hour- 
glass shaped,  having  its  long  axis  transversely,  and  narrow  in 
front  of  the  spine. 

If  this  be  a  case  of  aneurysm  connected  with  the  lumbar 
arteries,  then  I  cannot  find  another  case  recorded.  Hefiiuger 
describes  a  rupture  of  one  of  the  right  lumbar  arteries  close 
to  its  origin  from  the  aorta.  But  this  formed  a  large  abdo- 
minal aneurysm;  and  an  abdominal  aneurysm  frequently  arises 
from  the  back  of  the  aorta,  about  the  origin  of  the  lumbar 
arteries.  An  aneurysm  of  the  lumbar  arteries  is  a  priori  most 
unlikely,  because  of  the  planes  of  fascia  between  which  they 
run  ;  and  the  a  priori  view  is  in  agreement  with  clinical  facts, 
viz.  that  none  are  recorded.  Still,  the  view  above  given 
seems  more  likely  than  to  suppose  an  aneurysm  arising  in 
close  connection  with  the  aorta  bulging  backwards  instead  of 
forwards. 

It  is  to  be  regretted  that  the  pain  does  not  appear  likely 
to  be  relieved.  It  dates  from  the  accident,  and  appears  due 
to  the  pressure  on  the  posterior  column  of  the  spinal  cord  by 
the  laminfe.  Such  pain  might  be  relieved  by  removal  of  the 
lamina'),  but  the  patient  has  extensive  arterial  disease,  and  an 
aneurysm  on  cither  side  of  the  spine  with  uncertain  anatomical 
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connections.  The  aneurysm  might  be  treated  by  Moore's 
method,  but  in  the  first  place  the  aneurysm  does  not  seem 
to  be  the  cause  of  a  great  part  of  the  pain  which  he  suffers, 
and  to  the  uncertainty  of  Moore's  treatment  there  are  added 
those  which  surround  the  aneurysm.  On  one  occasion  some 
months  after  the  accident  he  passed  clotted  blood.  Of  course 
that  may  possibly  have  come  from  an  injured  kidney,  but  it 
seems  very  unlikely  that  the  blood  had  any  connection  with 
the  aneurysm.  The  patient  is  still  eager  to  undergo  some 
operation  in  the  hope  of  easing  the  pain,  but  as  yet  I  have 
seen  no  prospect  of  relieving  him. 

A  photograph  of  the  patient  and  a  clinical  drawing  of  the 
various  lesions  were  shown. 

Reference  :  Heffinger,  "  Traumatic  Aneurysm  the  Result 
of  Rupture  of  one  of  the  Right  Lumbar  Arteries,"  Boston 
Med.  and  Surg.  Journ.,  1879,  pp.  221 — 225. 

Addendum  (April  30,  1890). — I  saw  the  patient  in  the 
Chertsey  Infirmary,  with  Dr.  Melsome,  of  Addlestone,  on 
April  29th.  He  was  taken  to  Chertsey  by  Mr.  Davey,  in  his 
ambulance,  since  which  time  he  has  continued  in  bed,  suffer- 
ing great  pain.  The  physical  signs  of  the  aneurysm  have  not 
altered.  He  tried  a  short  time  ago  to  get  out  of  bod.  This 
was  followed  by  htematuria  for  several  days,  and  from  that 
time  until  the  present  by  tympanites  and  pain  on  palpation, 
as  of  slight  chronic  peritonitis.  No  abdominal  pulsation  can 
be  felt. 
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XII. — A  case  of  Esemorrhagic  Varicella  and  a  case  of 
Gangrejious  Varicella.  By  James  Andrew,  M.D. 
Read  January  10,  1890. 

]^  P.,  set.  8^,  a  boy  in  Christ's  Hospital  School  at  Hertford, 
J»  was  admitted  into  the  School  Infirmary  at  1  p.m.  on 
October  29, 1888.  He  complained  of  some  soreness  of  the  throat 
which  had  begun  that  day,  but  said  that  he  did  not  feel  ill. 
At  3  P.M.  he  was  looking  very  pale,  and  was  therefore  put  to 
bed.  Shortly  afterwards  he  was  violently  sick;  the  vomited 
matter  consisted  of  undigested  food,  in  which  were  a  few 
clots  of  blood  the  size  of  hazel-nuts.  He  vomited  three  times 
between  3  p.m.  and  11  p.m.;  the  consistence  of  the  vomit  was 
about  that  of  thin  pea  soup  ;  the  colour  varied  from  yellowish 
grey  to  grass-green  and  yellowish  brown,  and  some  blood 
was  also  present  in  it.  At  10  p.m.  he  passed  a  semi-solid 
stool,  containing  no  blood,  but  blackened  by  iron,  which  had 
been  prescribed  a  few  days  previously  for  debility  without 
any  definite  symptoms.  There  was  no  abdominal  pain  or 
tenderness.  The  urine  acid,  sp.  gr.  1030,  containing  no  albu- 
men or  sugar.     Temperature  at  6  p.m.  101*2°  F. 

October  30. — Passed  a  sleepless,  restless  night;  vomited 
five  times.  Could  retain  food  only  in  small  quantities. 
Passed  a  semi-solid  stool  intermixed  with  dark  blood.  During 
the  day  sickness  continued,  and  he  passed  three  stools  con- 
taining blood,  the  first  tar-coloured,  the  last  bright  red.  No 
abdominal  pain,  tenderness,  or  distention. 

October  31. — The  night  was  again  sleepless  and  restless; 
the  vomiting  continued,  and  he  passed  six  stools  containing 
bright  blood  and  mucus.  He  became  collapsed,  pulse  feeble 
and  irregular,  respiration  shallow  and  sighing,  extremities 
cold.  Temperature  in  mouth  96°  F.  In  the  course  of  the 
day  the  vomiting  subsided,  but  he  passed  two  stools  con- 
taining bright  blood  and  mucus,  and  the  temperature  rose 
again  to  100°  F.  On  the  extensor  surfaces  of  the  elbows  and 
on  the  ankles  there  came  out  a  haemorrhagic  eruption,  the 
spots  of  which  varied  much  in  size.  The  diameter  of  the 
great  majority  of  them  was  between  1  and  5  millimetres,  the 
larger  ones  being  somewhat  elevated  in  the  centre.  On  the 
ankles,  however,  there  were  four  larger  spots,  three  on  the 
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right  and  one  on  tlie  left,  presenting  cliaracters  peculiar  to 
themselves.  These  were  about  10  mm.  in  diameter,  the 
centre  was  raised  over  an  extent  of  1  mm.,  and  radiating 
from  this  were  several  very  slightly  elevated  lines  of  haemor- 
rhage, of  a  darker  shade  than  the  intervening  segments, 
which  nevertheless  were  also  themselves  haemorrhagic.  The 
spots,  however,  were  scarcely  so  regular  in  outline  as  this 
description  would  seem  to  imply,  presenting  the  appearance 
of  ecchymoses  with  dark  centres,  but  elsewhere  varying  much 
in  depth  of  colour. 


MONTH  OCTOBER 


DAY      29     30     31 


NOVEMBER 


November  1. — During  the  night  he  slept  fairly  well,  the 
vomiting  did  not  return,  but  he  passed  two  stools  containing 
blood.  A  general  eruption  of  a  different  character,  and  re- 
sembling abortive  varicella  spots,  came  out;  mingled  with  it 
were  a  few  small  htemorrhagic  spots  on  the  legs,  thighs,  and 
nates,  and  a  very  few  smaller  ones  on  the  front  of  the  chest. 
On  the  right  forearm  there  was  a  well-marked  varicella  spot. 
With  the  appearance  of  this  rash  temperature  fell  to  98°  F. ; 
he  looked  much  better,  took  his  food  well,  and  passed  two 
stools  of  a  yellowish  colour  and  free  from  blood. 

From  this  time  he  convalesced  rapidly,  the  urine  was 
never  found  to  be  albuminous,  and  on  November  12  he  was 
discharged  from  the  Infirmary,  the  crusts  having  all  sepa- 
rated; only  two  pits  were  left,  one  on  the  back  of  the  right 
forearm  about  two  inches  below  the  olecranon,  the  other  on 
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the  back  of  the  left  upper  arm  about  two  inches  above  the 
olecranon. 

So  far  as  we  can  learn,  his  only  previous  illness  had  been 
measles  in  the  spring  of  1888. 

In  August,  1888,  he  was  vaccinated  for  the  first  time,  and 
on  the  left  arm  there  are  two  good  vaccination  marks. 

In  his  native  place,  Skibbereen,  there  are  said  to  have 
been  no  epidemics  of  typhoid  fever,  diphtheria,  or  of  small- 
pox for  at  least  ten  years.  He  came  to  Hertford  for  the  first 
time  on  September  10,  1888,  and,  so  far  as  can  be  ascer- 
tained, had,  after  that  date,  been  exposed  to  no  kind  of  infec- 
tion except  that  of  varicella  and  perhaps  of  diphtheria.  At 
any  rate,  no  cases  of  scarlet  fever,  measles,  or  of  smallpox 
occurred  in  the  school,  but  there  were  some  mild  cases  of 
diphtheria,  the  first  of  which  was  admitted  into  the  Infirmary 
on  October  27. 

I  am  indebted  to  my  colleague  Dr.  Tasker  Evans^  the 
resident  medical  oflBcer  of  the  school,  for  the  notes  of  the  case 
and  for  other  details.  I  also  saw  the  boy  with  him  in  the 
evening  of  October  30  and  of  November  5.  My  opinion  on 
first  seeing  him  was  that  he  was  suffering  from  the  hgemor- 
rhagic  form  of  some  eruptive  fever,  probably  smallpox ;  but 
putting  on  one  side  our  failure  to  trace  any  source  of  variolous 
infection,  this  diagnosis  seems  to  me  to  be  negatived  by  the 
boy's  recent  and  successful  vaccination,  by  the  whole  clinical 
history  of  the  case,  and  especially  by  his  recovery  from  sym- 
ptoms of  such  great  severity. 

The  epidemic  of  varicella  in  the  school  during  which  E. 
P.'s,  illness  took  place  began  on  September  28,  1888,  when 
two  cases  occurred,  and  the  last  case  was  admitted  to  the 
infirmary  on  November  16.  Including  E.  P.  there  were  in  all 
twenty- four  cases,  and  twenty-two  of  these  were  certainly  vari- 
cella, with  slight  if  any  constitutional  disturbance.  It  is 
noteworthy  that  the  only  other  severe  case  was  admitted  on 
October  30,  the  day  after  E.  P.,  just  at  the  time  when  the  epi- 
demic was  at  its  worst,  for  of  the  twenty- four  cases  ten  began 
during  the  four  days  from  October  29  to  November  1  inclusive. 
But  the  two  boys  came  from  different  wards,  and  \vere  in  no 
way  specially  connected  with  each  other. 

I  append  a  brief  note  and  the  temperature  chart  of  the 
second  case,  from  which  it  appears  all  but  certain  that  it 
was  one  of  varicella  gangrenosa  as  described  by  Mr.  Hutchin- 
son in  the  sixty-fifth  volume  of  the  Medico-Chirurgical  Trans- 
actions for  1882. 
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B.  R.,  a  strumous  boy^  set.  9,  was  admitted  into  the  infir- 
mary on  October  30,  1888  with  varicella,  the  rash  being  already 
out.  On  November  1  his  symptoms  were  very  severe.  Com- 
plexion was  dusky,  tongue  thickly  coated,  breath  offensive, 
appetite  bad,  bowels  constipated,  urine  alkaline  but  not  albu- 
minous. The  eruption  was  dark  in  colour  though  not  ha)mor- 
rhagic,  the  spots  numerous  and  large,  some  of  them  very  large. 
After  a  time  they  became  pustular,  ulcerating  and  discharg- 
ing offensive  pus,  and  his  general  condition  for  several  days 
was  that  of  septicemia. 


I  have  failed  to  meet  with  any  record  of  a  haemorrh  agio  form 
of  varicella  exactly  corresponding  with  this  Hertford  case,  i.  e. 
one  in  which  such  profuse,  or  indeed  any  heemorrhage  took 
place  from  the  alimentary  canal,  or  in  which  the  eruption  was 
so  distinctly  ecchymotic.  But  haemorrhagic  types  are  so  far 
from  uncommon  among  the  congeners  of  varicella  that  there 
would  be  nothing  surprising  if,  in  spite  of  the  mildness  of  the 
constitutional  disturbance  which,  as  a  rule,  marks  that  disease, 
such  cases  should  from  time  to  time  occur. 

According  to  reported  cases  the  haemorrhagic  tendency  in 
varicella  may  show  itself  in  different  modes  and  degrees. 

1.  Hemorrhage  may  take  place  into  a  greater  or  less 
number  of  the  varicella  vesicles  almost  from  the  first  appear- 
ance of  tlu)  erujDtion.     I  am  indebted  to  Dr.  Cronk,  of  Repton, 
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for  a  brief  notice  of  such  a  case  in  a  youtli  £et.  17.  Witli  the 
appearance  of  the  hgemorrhagic  rash  the  temperature,  which 
had  been  103"2°,  fell  to  normal.  The  haemorrhagic  vesicles 
lasted  longer  than  the  others. 

The  attack  took  place  in  December,  1887 ;  in  June,  1888, 
the  patient  was  vaccinated,  and  had  perfect  vaccine  vesicles. 
It  is  not  likely  that  the  illness  in  the  previous  December  was 
variola. 

2.  A  bluish  erythema  with  small  petechiee  scattered  through 
it  may  precede  the  true  varicella  eruption  by  one  or  two  days. 
Such  a  case  is  reported  by  Drs.  Berard  and  De  Lavit  in  their 
"  Essai  sur  les  Anomalies  de  la  Variole  et  de  la  Varicelle,  avec 
I'Histoire  de  I'Epidemie  a  Montpellier  en  1816,  p.  223  et  seq. 
In  it  epistaxis  occurred  twice. 

A  similar  case,  but  without  epistaxis,  is  recorded  by  Baader, 
of  Basle,  in  Corresp.  Blatt  filr  8chweizer  Aerzte,  No.  19,  20, 
1880. 

3.  Arthur  Hoffmann  published  a  case  of  heemorrhagic 
nephritis  after  varicella  in  the  Berlin.  Min.  Wochenschr.,  No.  38, 
1884. 
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XIII. — A  ca^e  of  Desquamation  of  the  SJdn  {in  large 
flal-es)  in  typhoid  fever.  By  Humphry  D.  Rolleston, 
M.B.     Bead  Januan/  10,  1890. 

WILLIAM  B.,  pet.  10,  was  on  Septembers,  1889,  admitted 
into  Addenbrooke's  Hospital,  Cambridge,  under  the 
care  of  Dr.  Donald  Macalister,  who  kindly  allows  me  to  record 
this  case. 

History  of  pres^ent  illness. — On  August  23  was  too  ill  to  go 
to  school,  and  took  to  bed;  complained  at  this  time  of  frontal 
headache,  loss  of  appetite,  and  general  malaise.  Diarrhoea 
five  or  six  times  a  day.  No  epistaxis  or  blood  from  the  bowels. 
No  sore  throat.  Has  drunk  out  of  pump  in  Newmarket  Road, 
subsequently  closed  by  the  sanitary  authorities. 

Past  history. — Fairly  strong  as  a  rule.  Measles  when  a 
baby  ;  occasionally  has  a  cough. 

Family  history. — One  of  three;  one  dead  of  '^  inflammation 
of  the  lungs,"  other  child  healthy. 

Present  condition. — Bright  and  more  intelligent  than  ty- 
phoid patients  usually  are. 

September  5. — Slight  frontal  headache.  Tongue  moist  and 
cleaning.  No  sordes  on  the  lips.  Pulse  108,  dicrotic  ;  respira- 
tions 28.  Pupils  rather  dilated.  Fingers  peeling  in  rather 
small  scales.  Skin  peeling  off  thorax,  thighs,  and  abdomen  in 
large  flakes,  about  the  size  of  a  shilling.  Heels  and  toes 
peeling  in  small  scales.     No  rash  anywhere  on  the  body. 

Abdomen  :  Liver  dulness  normal.  Spleen  not  felt.  Urine 
1020,  acid,  no  albumen,  Ehrlich's  test  present.  The  urine  was 
frequently  tested,  but  no  albumen  was  ever  found.  The 
amount  of  urine  passed  varied  between  19  and  29  oz.  in 
twenty-four  hours. 

Thorax :  Rickety,  sternum  pressed  forwards,  Harrison's 
furrow  present.     Moist  sounds  at  both  bases  behind. 

Heart :  Dulness  begins  in  third  left  interspace.  Apex  beat 
in  fourth  space,  half  an  inch  inside  nipple  line.    Sounds  normal. 

Daily  progress. — September  6. — Abdomen  peeling  in  large 
flakes. 

September  7. — Bad  night.     Frets  a  good  deal. 

September  8. — Eczematous  eruption  has  come  out  on  the 
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truukj  due  to  the  irritation  of  washing  and  rubbing  the  deli- 
cate skin  exposed  by  the  free  desquamation. 

September  9. — More  eczematous  eruption  on  trunk.  Tem- 
perature remains  about  100°  F.     No  signs  now  in  the  lungs. 

September  11. — Bowels  not  open  since  the  day  of  admis- 
sion, scybala  in  sigmoid  flexure,  relief  followed  a  glycerine 
enema. 

September  12. — Moved  from  one  ward  to  another. 

September  13. — Not  a  good  night.  Temperature  up 
without  any  apparent  cause.  Subsequently  the  temperature 
after  oscillating  for  about  eight  days  became  almost  normal, 
and  the  patient  made  a  good  recovery,  being  discharged  well  on 
October  16. 

Remarks. — This  case,  which  came  under  observation  two 
weeks  after  the  patient  was  too  ill  to  be  up,  was  regarded  as 
one  of  enteric  fever.  The  history  of  the  malaise  and  diar- 
rhoea after  the  onset  of  symptoms,  the  fever  and  the  obstinate 
constipation  when  in  the  hospital,  together  with  the  slight 
bronchial  catarrh,  were  the  data  for  the  diagnosis.  It  may  be 
mentioned  that  there  was  an  epidemic  of  typhoid  in  Cambridge 
at  the  time. 

As  noted  above,  there  was  marked  desquamation  of  mem- 
branous flakes  from  the  trunk  and  thighs,  while  the  hands  and 
feet  peeled  in  small  flat  scales.  Although  the  history  did  not 
suggest  scarlet  fever,  and  the  distribution  of  the  peeling  did 
not  correspond  with  that  of  scarlet  fever,  I  thought  it  best  to 
isolate  the  patient,  not  feeling  satisfied  as  to  the  cause  of  this 
copious  desquamation. 

A  branny  desquamation  in  enteric  fever,  especially  where 
there  has  been  much  sweating,  and  a  copious  eruption  of  suda- 
minais  described  by  Murchison  {Continued  Fevers,  p.  474),  and 
may  be  often  seen.  In  this  case  the  desquamation  from  the 
trunk  and  thighs  was  in  membranous  flakes  as  big  as  a  shilling, 
and  in  small  scales  from  the  hands  and  feet.  No  cause  for  this 
remarkable  peeling  was  forthcoming,  no  poultices  or  turpentine 
stupes  had  been  applied  to  the  abdomen :  there  had  been  no 
rash  of  any  kind,  nor  any  sore  throat.  So  the  desquamation 
cannot  be  put  down  to  any  dermatitis  or  to  scarlet  fever. 
Occasionally  in  febrile  attacks  (in  young  subjects  especially 
as  far  as  I  have  seen)  the  skin  does  peel  off  without  there 
being  any  evidence  that  the  cause  is  a  specific  one  like  scarlet 
fever.  In  this  case  of  enteric  fever,  in  lack  of  any  other 
hypothesis,  I  would  suggest  that  the  desquamationwas  depend- 
ent on  an  idiosyncrasy — a  remarkable  susceptibility  of  the  skin 
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to  changes  in  the  bodily  temperature.  During  this  free  de- 
squamation the  freshly  exposed  skin  became  irritated  by  daily 
washings^  and  an  eczematous  eruption  resulted. 

In  the  seventeenth  volume  of  St.  Bartholomew's  Hosjntal 
Reports  Dr.  Church,  in  a  paper  on  typhoid  fever,  records  the 
case  of  a  girl,  get.  19,  admitted  on  the  sixth  day  of  her  illness 
with  a  "  red  and  rather  livid  throat "  and  a  tender  abdomen  ; 
no  rash  was  seen.  On  the  ninth  day  of  her  illness  the  spleen 
was  enlarged,  and  on  the  tenth  day  typhoid  spots  were  noted. 
She  passed  through  an  attack  of  typhoid.  About  a  fortnight 
after  admission,  that  is  about  the  end  of  the  third  week  of 
her  illness,  the  patient  desquamated  very  freely  all  over. 
This  case  Dr.  Church  regarded  as  one  "  of  typhoid  and  scarlet 
fever  concurrently."* 

In  the  case  I  have  recorded  there  was  no  history  or  evidence 
of  any  sore  throat,  and  so  no  reason  to  suspect  scarlet  fever.  In 
Dr.  Church's  case  there  were  grounds — the  lividity  of  the  throat 
— which  made  scarlet  fever  appear  likely.  This  case  is  the  only 
one  resembling  my  own  that  I  know  of.  I  have  thought  it 
worth  while  to  bring  before  this  Society  a  case  of  enteric  fever 
in  which  there  was  very  free  desquamation,  as  such  an  occur- 
rence must  be  very  rare,  and  when  it  occurs  may  (as  happened 
with  me)  lead  to  doubt  about  the  diagnosis. 

I  should  mention  that  although  this  case  was  admitted 
under  Dr.  Macalister's  care,  he  did  not  see  it  until  all  desqua- 
mation had  disappeared  so  that  I  am  responsible  for  the  above 
observations. 

*  St.  BariAolometv's  Hospital  Reports,  vol.  xvii,  p.  133. 
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XIV. — Two  rare  cases  of  encysted  Vesical  Calculi  in 
the  male  successfully  removed  by  supra-puhic  litho- 
tomy. By  G.  BucKSTON  Beowne.  Bead  January 
24,  1890. 

DURING  the  past  year  I  operated  upon  fifty-one  individuals 
for  vesical  calculus.  In  eight  of  these  cases  it  was  found 
necessary  to  perform  lithotomy,  and  in  each  case  the  supra- 
pubic operation  was  the  one  selected.  All  these  eight  cases 
were  remarkable  ones,  and  all  illustrate  the  great  advantages 
obtained  by  the  hypogastric  incision.  In  two  of  these  cases 
the  stones  were  not  merely  in  pouches,  but  in  genuine  vesical 
sacs  shut  off  from  the  cavity  of  the  bladder  by  distinct  necks  ; 
and  I  venture  to  think  that  they  are  of  sufficient  rarity  and 
surgical  importance  to  merit  the  honour  of  being  brought 
forward  to-night. 

Case  I.  A  collection  of  small  stones  in  a  sac  on  the  floor  of 
the  bladder,  the  nech  of  the  sac  being  too   small    to    admit   a 

Uthotrite. — Oapt.    ,   set,    68.     Seen  with   Dr.  Hardy,  of 

Bournemouth,  and  Dr.  Gimson,  of  Witham,  who  were  both 
present  at  the  operation  subsequently  performed.  The  patient 
was  first  seen  on  February  6,  1889.  He  passed  all  his  urine 
by  catheter.  At  night  he  was  obliged  to  use  the  instrument 
every  two  hours ;  in  the  daytime  he  could  sometimes  go  four 
hours.  He  had  much  pain,  chiefly  before  catheterism,  the 
desire  to  pass  the  catheter  being  so  imperious  that  it  amounted 
to  severe  vesical  spasm.  The  most  remarkable  symptom, 
however,  was  great  pain  when  sitting  down.  The  urine  was 
loaded  with  muco-pus.  I  sounded  the  bladder  and  found  a 
stone. 

On  February  8  I  performed  lithotrity,  and  removed 
several  calculi,  consisting  of  uric-acid  centres  with  consider- 
able phosphatic  incrustation  ;  the  debris  weighed  114  grains. 
There  was  nothing  particularly  noteworthy  about  the  operation, 
it  was  completed  deliberately  and  with  care,  and  the  bladder 
appeared  to  me  and  to  all  present  to  be  entirely  cleared  of 
stone.  That  this  was  so  was  proved  by  the  way  in  which  the 
urine  cleared  up,  and  at  last  became  quite  translucent^  having 
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at  first  contained  as  much  muco-pus  as  I  have  ever  seen 
present.  On  the  27th  the  patient  returned  home.  In  a 
month's  time  (March)  I  saw  him  again;  he  was  in  good  order, 
and  could  hold  his  urine  six  and  seven  hours.  Towards  the 
end  of  April  he  began  to  experience  his  old  pain  again  when 
he  sat  down,  and  riding  in  a  cab  caused  uneasiness.  On 
April  27  he  was  put  under  the  influence  of  an  anaesthetic,  and 
I  removed  from  the  bladder  cavity  three  distinctly  faceted 
calculi  by  means  of  a  No.  16  (English)  tube  and  aspirator,  and 
finding  another  stone  rattling  against  the  end  of  the  tube,  too 
large  to  come  through,  a  lithotrite  was  introduced,  the  stone 
crushed,  and  the  debris  washed  out.  The  total  weight  was  46 
grains.  A  small  No.  6  sound  was  now  passed,  and  nothing 
more  of  a  calculous  character  found,  until  suddenly  with  re- 
versed beak,  and  on  the  patient's  left,  the  beak  of  the  sound 
slipped  into  a  little  place  which  felt  like  a  bag  of  small  shingle. 
The  sound  could  again  and  again  be  put  into  this  place,  but  a 
prolonged  and  careful  attempt  to  get  in  the  beak  of  a  litho- 
trite was  unsuccessful,  no  stone  whatever  could  be  felt  with 
this  instrument ;  and  the  most  persevering  attempts  with  tubes 
and  aspirator  failed  to  wash  out  or  dislodge  a  single  calculus. 
At  last,  as  I  had  not  obtained  the  patient's  consent  to  the  use 
of  the  knife,  I  had  reluctantly  to  bring  the  operation  to  a  close. 
He  was  unquestionably  relieved  by  the  removal  of  the  free 
calculi,  but  he  returned  to  me  again  in  a  month  with  the  old 
pains.  The  state  of  the  case  was  explained  to  him,  and  on 
June  1  I  opened  the  bladder  above  the  pubes.  A  stone  as 
large  as  a  small  bean  was  at  once  felt  by  the  finger  in  the 
bladder  cavity  and  removed.  It  was  known,  however,  that 
this  could  not  be  the  sole  offender,  but  the  finger  searched 
unsuccessfully  for  more  stone ;  trabeculge  seemed  to  cross  the 
bladder  walls  in  all  directions,  and  there  were  many  orifices 
of  distinct  sacs.  I  had  to  abandon  digital  exploration  as 
being  quite  useless,  and  introduced  through  the  wound  a 
very  short-beaked  No.  6  sound  and  searched  the  region 
where  through  the  urethra  a  month  ago  my  small  sound  had 
found  the  bag  of  shingle,  and  which  then  escaped  the  broader 
beak  of  a  lithotrite,  and  now  had  entirely  eluded  my  finger. 
At  last  the  small  sound  passed  straight  into  a  sac  on  the 
floor  of  the  bladder  and  a  little  to  the  patient's  left,  and  the 
mass  of  small  stones  was  distinctly  felt.  Following  down  the 
sound  with  my  left  fore6nger,  the  finger  tip  barely  reached 
the  orifice  of  the  sac,  and  it  could  not  be  passed  in  until  the 
rectal  plug  was  removed  and  firm  pressure  upwards  made  by 
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the  right  forefinger  passed  into  the  rectum.  In  pressing  the 
tip  of  the  left  finger  into  the  sac  I  was  conscious  that  the 
orifice  was  being  lacerated,  and  bright  blood  began  to  flow. 
One  by  one  with  the  left  forefinger  nail  each  calculus  was 
evacuated  from  the  sac  into  the  general  cavity  of  the  bladder, 
and  then  removed  by  finger  and  scoop.  This  proceeding  was 
naturally  excessively  anxious  and  tedious,  and  occupied  an 
hour.  The  supra-pubic  wound  healed  in  two  weeks,  and  the 
patient  left  town  on  the  29th  June  (four  weeks),  able  to  hold 
his  urine  seven  and  a  half  hours  with  ease,  and  has  remained 
perfectly  well  ever  since.  He  writes  "  Jan.  12,"  seven  and 
a  half  months  after  the  operation,  "  I  am  better  perhaps  even 
than  when  I  left  you ;  there  is  no  appearance  of  deposit  of  any 
kind  or  mucus  in  the  water ;  I  go  five,  six,  and  seven  hours 
between  passing  it;  I  wash  out  with  plain  water  morning  and 
night,  but  it  seems  as  if  that  was  oftener  than  necessary." 

My  only  remai'k  in  this  place  in  connection  with  this  case 
is  that  while  possibly  the  calculi  may  have  been  impacted 
just  within  the  orifice  of  the  vesical  end  of  the  left  ureter,  I 
do  not  think  it  likely,  since  there  is  no  history  of  any  attack 
of  renal  colic.  I  am  more  inclined  to  think  that  from  long- 
standing prostatic  obstruction  the  bladder  had  become  sac- 
culated in  all  directions,  and  that  a  sac  just  below  and  in  front 
of  the  orifice  of  the  left  ureter  offered  itself  as  a  convenient 
receptacle  or  trap  for  the  stones  as  they  came  down  through 
that  tube  from  the  kidney,  and  that  occasionally  a  stone 
would  work  out  of  the  sac  into  the  bladder  cavity  and  cause 
vesical  symptoms. 

Case  2.  Tioo  large  calculi  in  a  vesical  sac,  forming  an  in- 
guinal tumour,  which  had  been  treated  as  an  ordinary  hernia. — 

General ,  get.  74,  consulted  me  on  June  13,  1889,  by  the 

advice  of  Dr.  W.  J.  Harris.  The  patient's  urinary  troubles 
had  commenced  some  five  years  ago  by  complete  retention  of 
urine,  relieved  with  diflficulty  by  catheter,  and  resulting  in 
severe  prostatic  heemorrhage  and  a  slow  recovery  to  health. 
He  had  ever  since  been  obliged  to  draw  all  his  urine  by 
catheter,  and  he  now  used  the  instrument  about  every  four  or 
five  hours.  The  urine  was  thick  and  foetid.  He  had  constant 
and  violent  vesical  spasm  both  before  and  after  the  use  of 
the  catheter:  the  former  he  called  "wet  spasms,"  when  the 
bladder  contained  urine,  and  the  latter  "  dry  spasms,"  after 
the  bladder  had  been  emptied  by  the  catheter.  I  was  told 
that  he  had  twice  been  sounded  by  an  accomplished  surgeon 
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in  the  country ;  on  the  first  occasion  it  was  thought  a  stone 
had  been  struck,  but  no  calculus  was  found  at  the  second  exa- 
mination.    He  could  not  bear  carriage  exercise,  was  much 
worn  by  his  sufferings,  and  only  tolerated  them  by  the  constant 
use  of   morphia   and   belladonna.     For  some  years  he  had 
worn  a  truss  for  a  right  inguinal  protrusion,  which  had  come 
since  his  introduction  to  the  use  of  the  catheter.     I  sounded 
him,  and  found  a  stone  in  the  cavity  of  the  bladder,  and  all 
arrangements  were  made  for  the  performance  of  lithotrity. 
The  urethra  measured  ten  and  a  half  inches  in  length,  owing 
to  the  great  size  of  the  prostate ;  and  anticipating  that  the 
case   might    not   prove    a   straightforward    one,  instruments 
necessary  for  lithotomy  were  taken  to  the  house,  as  well  as 
those    for   lithotrity.     On   June    17    Mr.    Charles    Moss   ad- 
ministered  ether.      Three    large   stones   were   found   lying 
behind  an  enormously  enlarged  prostatic  middle  lobe ;  these 
were  crushed  in  succession,  but  I  was  conscious  that  much  of 
the  debris  escaped  my  lithotrites  and  evacuating  tubes,  and  a 
sound  was  introduced  to  make  a  careful  exploration  of  the 
bladder.     Much  broken  stone  was  felt  in  a  very  deep   post- 
prostatic  pouch,  but  upon  making  further  exploration,  to  my 
astonishment,  the  sound,  which  was  fortunately  a  long  one 
and   measured   eleven   inches,  passed   upwards,  and  to  the 
patient's   right,  into   what   had   been   considered   to   be    an 
ordinary  inguinal  hernia,  and  there  encountered  two  large 
calculi.     When   the   hand   was   placed   upon  the  groin,  the 
calculi  and  the  end  of  the  sound  could  be  perfectly  well  defined 
grating  one  against  the  other.     Such  a  case  was  obviously 
perfectly  unfitted  for  lithotrity  ;  that  operation  was  therefore 
at  once  abandoned,  and  without  moving  the  patient  from  the 
bed,  the  bladder  was  opened  above  the  pubes,  and  the  post- 
prostatic  pouch  and  bladder  and  the  large  vesical  sac  cleared 
of  their  calculous  contents  by  means  of  scoop  and  free  irriga- 
tion with  warm  water.     The  debris  from  the  bladder  weighed 
nine  drachms,  and  the  two  calculi  from  the  sac,  which  are 
faceted,  weighed  respectively  two  and  a  half  and  one  drachm. 
By  July  10  (three  weeks)  the  supra-pubic  wound  was  soundly 
healed.     The  patient  has  since  remained  well  and  comfortable, 
and  during  the  summer  often   swam  in  the   open   sea.     He 
writes,  "  1  am  going  on  as  well  as  possible,  quite  satisfactorily. 
No  pain  of  any  kind.     Water  clear.    I  never  feel  any  pressure." 
And    again    (under  date   Jan.  12,  1890,  seven  months  after 
operation),  ''The  water  is  very  clear  now,  and  free  from  all 
appearance  of  mucus." 
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These  cases  are  brouglit  forward  as  surgical  curiosities, 
illustrative  of  some  of  the  difficulties  both  in  the  diagnosis 
and  treatment  of  stone  in  the  bladder  with  which  the  surgeon 
has  often  to  deal,  and  also  to  show  the  great  advantages 
offered  by  the  supra-pubic  operation.  I  thinV  that  t'^e 
strongest  advocates  for  lateral  lithotomy  will  admit  that  it 
would  have  been  a  serious  matter  to  operate  upon  the  second 
of  my  cases  by  that  method.  The  prostate  was  so  very  large 
and  the  middle  lobe  so  developed  that  the  evacuation  of  the 
stones  would  have  been  dangerously  slow  and  difficult,  for 
free  bleeding  must  have  gone  on  until  the  operation  was  com- 
pleted ;  while  as  regards  the  first  case  the  patient's  life  and 
comfort  may  be  entirely  credited  to  the  supra-pubic  operation, 
for  it  is  impossible  to  conceive  how  he  could  have  been  relieved 
by  any  other  means. 
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XV. — A  case  of  Calculus  impacted  in  the  Ureter: 
removal.  By  George  B.  Twynam.  Introduced  by 
RicKMAN  J.  GoDLEE.     Bead  January  24,  1890. 

AW.,  Eet.  8,  a  well  grown  child,  was  brought  to  me 
•  whilst  I  was  in  charge  of  the  Out-patient  Department 
of  the  Prince  Alfred  Hospital,  Sydney,  in  May,  1888,  with  the 
following  history  : 

Sixteen  months  previously  the  child  had  been  seized  with 
pain  in  the  stomach,  followed  by  hsematuria.  This  passed  off 
under  treatment,  but  recurred  at  irregular  intervals,  accom- 
panied by  pain  over  the  lower  part  of  the  abdomen  and  at  the 
tip  of  the  penis  on  passing  water,  ceasing  immediately  after 
the  act. 

After  two  months  the  child  was  taken  into  the  Children's 
Hospital,  and  remained  there  three  months.  Whilst  there  he 
was  sounded,  but  no  stone  was  found  ;  the  hsematuria,  how- 
ever, ceased.  After  his  discharge  he  remained  well  for  some 
time,  then  the  bleeding  recurred  about  every  three  weeks. 

When  seen  by  me  the  child  was  very  pale,  and  complained 
of  the  same  pain,  whilst  a  specimen  of  urine  had  a  thick 
deposit  of  coagulated  blood.  On  careful  sounding  no  stone 
could  be  detected. 

The  family  history  was  as  follows  : — The  child  was  born 
in  Queensland,  but  was  removed  when  five  months  old  to  New 
South  Wales.  From  that  time  he  had  lived  on  the  diggings, 
where  the  drinking  water  was  very  bad,  until  a  few  months — 
which  were  spent  in  Sydney — before  he  was  taken  to  the 
Children's  Hospital.  The  father  and  mother  and  seven  other 
children  are  all  alive  and  healthy. 

The  boy's  urine  was  repeatedly  examined  by  myself  and 
others,  and  varied  greatly — sometimes  it  was  clear,  without 
deposit,  but  very  often  it  presented  a  thick  coagulum  of  clotted 
blood.  Constant  microscopical  examination  showed  blood-cells 
and  numerous  very  large  mucous  casts,  altogether  too  large 
to  come  from  any  part  of  the  kidney.  No  trace  of  Bilharzia 
could  be  found  at  any  time,  nor  any  particles  of  villous  growth. 

This  condition  lasted  until  the  middle  of  June,  1888,  when 
the  child  vomited  a  round-worm.  After  this  he  was  free  from 
haematuria  for  a  month. 
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At  the  end  of  July  the  bleeding  recuri'ed  frequently^  and 
the  child  became  very  weak.  At  this  time  he  was  put  under 
chloroform,  the  bladder  was  sounded  very  carefully,  and 
searched  with  a  small  lithotrite  for  villous  growth,  and  washed 
out,  whilbt  the  abdomen  was  palpated  and  examined  per 
rectum — without  result. 

September  15,  1888. — He  was  admitted  to  the  Prince 
Alfred  Hospital  and  kept  in  bed,  when  he  improved  consider- 
ably in  health  and  passed  but  little  blood.  A  note  on 
October  19  states  that  the  urine  was  pale,  with  slight  cloud 
of  mucus  and  a  few  blood-discs  when  examined  in  the  morning, 
but  that  passed  in  the  afternoon  was  quite  red  from  the 
admixture  of  blood. 

Again  on  October  23  the  urine  passed  in  the  evening  was 
quite  red,  whilst  the  next  passed  was  quite  clear,  except  for  a 
slight  red  tinge  in  the  deposit.  The  boy  always  complained 
of  pain  over  the  pubes,  and  also  at  the  tip  of  the  penis  on 
passing  water,  ceasing  immediately  after  the  act — irrespective 
of  the  state  of  the  urine. 

During  the  time  he  was  in  hospital  his  temperature  varied 
from  97°  to  100°,  being  subnormal  on  the  occasions  when  the 
blood  was  noted. 

The  boy  left  the  hospital  on  November  15,  there  having 
been  no  hasmaturia  for  three  weeks  before  his  discharge. 

From  the  time  of  his  discharge  in  November,  1888,  until 
his  readmission  on  January  14,  1889,  the  child  was  under 
observation. 

The  hasmaturia  only  recurred  slightly  until  Christmas, 
when  the  child  complained  of  great  pain  at  the  umbilicus  and 
in  the  left  loin  at  short  intervals,  with  a  recurrence  of  the 
bleeding.  The  mother  stated  he  had  been  very  feverish  at 
times  corresponding  to  the  attacks  of  pain. 

On  admission,  January  14,  1889,  although  he  complained 
of  no  pain  other  than  in  passing  water,  his  temperature  was 
104°,  but  the  urine  contained  pus  and  mucus,  reaction  acid, 
sp.  gr,  1008,  and  microscopically  pus,  bladder  epithelium,  and 
debris,  but  no  casts. 

On  examination  the  superficial  veins  over  the  abdomen 
were  plaiuly  marked.  The  abdomen  was  slightly  distended, 
and  the  left  side  tenser  and  fuller  than  the  right,  whilst  some 
fulness  could  be  detected  in  the  left  loin.  On  sitting  up  or 
standing  the  patient  inclined  to  the  left  side ;  and  on  attempt- 
ing to  straighten  him  he  complained  of  pain  in  the  region  of 
the  left  kidney. 
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On  January  18^  morning  temp.  97'8°j  evening  103°,  and  on 
loth,  morning  temp.  104°;  but  tlie  urine  was  clear,  except  for 
a  sliglit  deposit  similar  to  tlie  above. 

After  this  the  temperature  fell  until  the  27th,  when  it  rose 
to  103°,  the  child  being  flushed  and  hot,  but  in  no  pain.  The 
fulness  in  the  flank  was  not  to  be  detected,  but  tenderness  on 
deep  pressure  was  present,  as  well  as  the  inclination  to  the 
left  side- 
On  January  31  the  temperature  rose  to  104°,  but  there  was 
no  rigor — urine  same  as  before. 

February  6,  1889. — After  consultation  an  exploratory 
incision  was  made  on  the  left  side  to  examine  the  kidney — 
Langenbech's  operation. 

Nothing  abnormal  was  found  on  the  left  side,  either  in  the 
kidney  or  ureter.  On  the  right  side  no  calculus  could  be  de- 
tected in  the  kidney,  but  a  small  hard  calculus  was  found 
impacted  in  the  right  ureter  just  below  the  bi'im  of  the  pelvis, 
about  two  inches  from  the  bladder,  and  when  pressed  down 
it  could  be  felt  by  the  finger  in  the  rectum. 

Under  the  circumstances  the  calculus  was  left  in  situ  and 
the  abdominal  wound  sewn  up. 

The  wound  healed  well,  and  the  temperature  remained 
practically  normal  until  February  23,  when  it  rose  to  10G°. 

Three  days,  however,  after  the  operation  the  child  had  an 
attack  of  convulsions  affecting  the  whole  body  and  lasting  for 
an  hour — he  remained  unconscious  afterwards  for  some  hours, 
but  eventually  quite  recovered. 

Just  at  this  time  a  boy  of  the  same  age  and  build  died 
from  an  accident,  and  I  attempted  two  or  three  operations  on 
the  cadaver  to  find  out  the  best  way  of  reaching  the  impacted 
calculus. 

Post  mortem  I  found  this  boy's  ureter  only  admitted  a 
No.  6  E  narrowing  down  to  a  No.  3  E  at  the  bladder,  whilst 
for  comparison  the  ureter  of  a  healthy  adult  admitted  only  a 
No.  8  E  narrowing  down  to  a  No.  5  E  at  the  bladder. 

These  facts  decided  me  neither  to  attempt  to  push  the 
stone,  which  I  knew  to  be  larger  than  a  No.  8  E,  on  into  the 
bladder,  nor  to  dilate  the  ureter  fiom  a  supra-pubic  wound. 

I  therefore  determined  to  reach  the  calculus  by  an  opera- 
tion similar  to  that  for  tying  the  common  iliac.  Accordingly, 
on  February  27  (the  temperature  having  fallen  to  normal,  on 
February  2G)  I  made  ray  incision  in  the  right  liypogastriuin. 
The  operiition  w;is  straightforwnrd  enough  until  I  reached  the 
ueiglibourliuod  of  the  ureter,  which  of   course  was  raised  up 
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with  the  peritoneum.  I  had  some  difficulty  in  reaching  the 
ureter,  which  formed  the  deepest  side  of  the  triangle  with  the 
iliac  artery  and  obliterated  hypogastric,  but  by  the  aid  of  an 
assistant  pressing  the  stone  upwards  I  was  enabled  to  separate 
the  pouch  in  which  the  calculus  was  contained.  I  then 
incised  the  upper  part  of  the  sac  in  the  length  of  the  ureter, 
and  extracted  the  stone  with  fine  forceps.  It  weighed  gr.  vj, 
had  just  the  diameter  of  a  No.  12  E  catheter,  and  was  com- 
posed of  uric  acid. 

I  then  sewed  up  the  wound  in  the  ureter  with  a  fine  curved 
eye  needle  and  eye  silk.  This  was  the  most  difficult  part  of 
the  whole  operation,  working  at  such  a  depth  in  so  small  a 
subject.  The  end  of  the  silk  I  threaded  on  a  probe  and 
passed  through  a  piece  of  fine  drainage-tube  to  be  sure  that 
my  tube  reached  to  the  ureter — bringing  the  tube  out  at  the 
upper  angle  of  the  wound — which  was  closed  with  silk  sutures 
and  dressed  with  salicylic  wool. 

The  child  was  kept  as  much  as  possible  on  his  right  side 
to  facilitate  drainage.  For  the  following  three  days  the 
dressings  had  to  be  changed  three  times  a  day,  as  they  were 
soaked  with  urine. 

Evening  of  the  fourth  day  temperature  rose  to  103"6°, 
dropped  in  the  morning,  but  went  up  again  to  103°  the  fol- 
lowing night.  The  sutures  were  removed  as  some  suppuration 
appeared  at  the  wound. 

The  quantity  of  urine  passed  per  urethram  was,  on  the 
second  day,  30  oz. ;  third,  38  oz. ;  fourth,  19  oz. ;  fifth, 
omitted  ;  sixth,  1 6  oz. ;  seventh,  26  oz. ;  eighth,  12  oz. ;  ninth, 
16  oz. ;  tenth,  24  oz. ;  eleventh,  22  oz. ;  twelfth,  32  oz. ;  thir- 
teenth, 32  oz. 

After  March  4  (fifth  day  after  operation)  no  urine  dis- 
charged into  the  dressings,  and  the  drainage-tube  was  taken 
out.  The  temperature  rose  again  on  March  12  and  15  owing 
to  a  little  suppuration  along  the  track  of  the  silk  sutures, 
after  which  the  wound  closed  completely. 

March  20. — The  urine  is  normal,  and  there  has  not  been 
the  slightest  indication  of  pus  for  over  a  week.  The  boy 
was  discharged  on  March  20  quite  well,  except  for  a  little 
stiffness  on  that  side,  which  a  fortnight's  change  of  air 
completely  removed.  He  has  been  quite  well  since,  playing 
with  the  other  boys  in  a  large  public  school,  and  when  seen 
on  July  25,  1889,  he  was  strong  and  hearty,  and  had  had  no 
recurrence  of  haematuria  whatever. 

This   case    shows    the    extreme    difficulty    in    diagnosing 
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kidney  cases,  for  all  the  symptoms  pointed  to  the  left  side, 
whereas  the  calculus  was  found  in  the  right  ureter. 

I  think  I  should  have  delayed  the  second  operation  for  a 
time,  but  I  thought  the  great  rise  of  temperature  was  pro- 
bably due  to  blocking  of  the  ureter,  and  therefore  decided  to 
operate  as  soon  as  it  fell  to  normal. 

I  trust  the  interest  of  this  case  may  be  an  excuse  for  the 
length  of  this  paper. 
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XVI. — Notes  on  a  case  of  Excision  of  the  Head  of  the 
Femur  and  Evasion  of  the  Hip-joint  through  the 
anterior  incision^  and  with  immediate  and  per- 
manent closure  of  the  ivound.  By  Charles  Barrett 
LocKWOOD.     Bead  January  24,  1890. 

rpHE  cliild  who  has  just  been  shown  illustrates  the  results 
J-  which  may  be  obtained  by  treating  acute  suppurative 
arthritis  of  the  hip-joint  by  excision  and  erasion  with  imme- 
diate and  permanent  closure  of  the  wound.  This  method  has 
been  for  some  time  before  the  profession,  but  as  yet,  so  far  as 
I  am  aware,  an  inconsiderable  number  of  cases  have  been 
shown  either  at  the  Clinical  or  at  the  other  societies.  The 
following  is  the  history  of  the  case. 

Thomas  B.,  get,  6,  was  admitted  under  my  care  into  the 
Great  Northern  Hospital  on  March  6,  1889.  He  seems  a 
delicate,  rickety,  and  stunted  child.  A  year  ago  he  began 
to  limp  and  suffer  pain  in  the  left  hip,  without  having  sus- 
tained any  injury.  He  was  taken  to  the  Children's  Hospital, 
Great  Ormond  Street,  and  treated,  his  mother  says,  for  thir- 
teen weeks  with  weight  extension.  He  afterwards  had  a 
Thomas's  splint,  and  did  not  attempt  to  walk.  About  the 
beginning  of  January,  1889,  whilst  still  wearing  the  splint, 
his  hip  began  to  swell  and  be  painful,  and  he  sought  admis- 
sion. When  I  first  saw  him  he  was  wearing  a  Thomas's 
splint,  the  leg  being  extended  with  the  foot  slightly  everted. 
There  was  considerable  fulness  and  oedema  in  front  of  the 
left  hip,  the  common  femoral  artery  being  lifted  up  ;  there 
was  also  acute  pain  on  pressure  both  in  front  of  and  behind 
the  joint.  The  inguinal  and  femoral  lymphatic  glands,  and 
also  the  iliac  lymphatic  glands,  were  very  swollen  and  tender. 
The  femur  and  pelvis  moved  together,  and  there  was  some 
lordosis.  The  tip  of  the  great  trochanter  of  the  femur  was 
displaced  upwards,  and  there  was  at  least  half  an  inch  of 
shortening. 

The  child  was  kept  in  bed  and  extension  applied  for  a 
week,  during  which  the  local  conditions  about  the  hip-joint 
seemed  to  become  gradually  worse.  The  following  operation 
was  then  performed.    The  hip-joint  was  exposed  through  the 
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anterior  incision  and  the  joint  opened.  A  quantity  of  turbid 
fluid  escaped.  The  finger  being  introduced,  it  was  found 
that  the  head  of  the  femur  was  displaced  partially  out 
of  the  acetabulum,  the  articular  cartilage  and  epiphysial 
line  being  eroded,  and  the  synovial  membrane  inflamed  and 
thickened.  The  neck  of  the  femur  was  sawn  through,  and 
the  head  removed.  The  acetabulum  and  interior  of  the 
capsule  were  then  thoroughly  erased  with  a  sharp  spoon  and 
gouge.  The  whole  wound  was  then  abundantly  irrigated 
with  some  pints  of  acid  solution  of  perchloride  of  mercury 
(1  in  1000),  and  thoroughly  rubbed  with  about  a  drachm  of 
iodoform.  The  wound  was  then  closed  with  silk  sutures 
passed  somewhat  deeply  and  tied  rather  tight ;  these  were  the 
only  sutures  or  ligatures  which  were  used.  A  large  alem- 
broth  dressing  was  put  on,  and  considerable  pressure  applied 
over  it  with  a  rubber  bandage,  and  a  weight  extension  was 
also  applied.  The  child  vomited  during  the  following  night 
and  once  during  the  next  day,  at  which  time  his  temperature 
was  100°  F.,  the  highest  point  it  ever  reached.  After  this 
there  was  nothing  to  record  in  his  condition.  The  operation 
was  performed  on  March  13,  and  the  dressings  removed  on 
April  1.  The  wound  was  practically  healed,  but  two  cul- 
ture-tubes were  inoculated  from  some  moisture  near  its  highest 
part ;  these  remained  quite  sterile.  The  lymphatic  glands 
were  quiet,  but  still  large.  The  Thomas's  splint  was  put  on 
about  April  15,  when  there  was  no  shortening  of  the  limb, 
and  on  May  9  the  child  went  to  a  convalescent  home. 

About  the  end  of  July  he  returned,  with  suppuration  in 
the  enlarged  lymphatic  glands.  The  abscess  was  opened 
and  speedily  got  well. 

The  present  (November,  1889)  condition  of  his  limb  is  as 
follows  :  There  is  hardly  any  perceptible  shortening,  but  a 
good  deal  of  wasting  of  muscles,  good  flexion  and  extension, 
good  adduction,  slight  abduction  and  rotation,  no  pain.  Has 
begun  to  walk,  holding  to  table. 

The  pathology  of  this  case  of  acute  arthritis  is  not  clear. 
Without  further  evidence  I  myself  should  not  assume  that  it 
was  due  to  tuberculosis.  The  chief  interest  seems  to  me  to 
centre  round  the  method  of  treatment  which  was  adopted, 
and  the  success  which,  so  far,  seems  to  have  resulted.  This 
is  attributable  to  the  circumstance  that,  owing  to  the  aseptic 
precautions  which  were  taken,  the  wound  remained  sterile,  as 
was  shown  both  by  the  course  it  followed  and  by  the  cultures 
which  were  afterwards  made  from  it.     It  is  hardly  necessary 
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to  detail  the  precautions  which  were  taken,  for  they  are 
merely  the  same  as  those  which  are  ordinarily  used  in  aseptic 
surgery.  For  instance,  for  all  aseptic  operations,  besides  the 
preparation  of  the  patient,  I  have  the  sponges  prepared 
as  if  for  ovariotomy;  the  silk,  saws,  and  forceps  are  also 
boiled,  and  kept  in  carbolic  lotion,  1  in  20,  and  except  on 
urgent  necessity  no  catgut  ligatures  are  used,  the  vessels  being 
clamped  and  not  ligatured.  Of  late  I  have  been  accustomed 
to  use  perchloride  of  mercury  lotion  and  alembroth  dressing 
as  being  the  most  reliable. 

AVith  regard  to  the  immediate  and  permanent  closure  of 
the  wound,  it  is  to  be  expected  that  if  the  wound  can  be  ren- 
dered aseptic  and  securely  closed  it  will  comport  itself  like  a 
simple  fracture  or  any  other  subcutaneous  wound.  Also  it 
ought  to  be  as  little  needful  to  drain  an  aseptic  wound  as  it 
is  to  incise  and  drain  a  simple  fracture.  This  and  other 
cases  lead  me  to  believe  that  this  ideal  can,  after  training  and 
practice,  be  made  the  rule  and  not  the  exception. 

The  cases  which  have  been  treated  by  this  method  do  not 
seem  to  show  that  it  is  a  panacea  for  every  acute  arthritis  of 
the  hip.  It  is  suitable  for  some  which  have  characters  the 
same  as  the  foregoing,  but  before  concluding  that  it  ought  to 
be  applied  to  any  case  it  is  to  be  remembered  that  rest  is  a 
remedy  which  usually  effects  .a  cure,  and  entails  but  little  risk. 

Addendum  (March  17,  1890). — The  muscular  development 
oE  tlie  limb  has  recovered,  and  the  child  gets  about  rapidly 
and  well  without  any  assistance.  Whilst  walking,  the  femur 
ascends  slightly,  and  he  seems  in  the  position  of  one  who  has 
a  slight  unilateral  congenital  dislocation  of  the  hip. 
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XVII. — Two  cases  of  Thrombosis  of  the  Cerebral  Sinuses 
and  Veins.  By  Sir  Dyce  Duckworth,  M.D.  Bead 
February  14,  1890. 

CASE  1.  A  case  of  heart  disease  in  tvhich  cerebral  symptoms 
occurred  due  to  thrombosis  of  cerebral  sinuses  and  veins. — 
A.  L.,  a  girl  ast.  13,  was  admitted  to  Elizabeth  Ward  in  St. 
Bartholomew's  Hospital  under  my  care  on  June  11,  1889, 
suffering  from  severe  heart  disease.      (Dr.  Wynne's  notes.) 

The  history  indicated  that  at  the  age  of  nine  years  she 
had  an  attack  of  chorea,  and  was  treated  in  the  Great  Ormond 
Street  Hospital.  (This  illness  was  attributed  to  her  teacher 
having  boxed  her  ears  for  not  passing  an  examination.)  There 
was  no  clear  evidence  of  articular  rheumatic  ailment.  She 
had  been  suffering  from  cardiac  symptoms  for  three  or  four 
years,  and  a  year  previously  had  been  in  St.  Bartholomew's 
Hospital  for  relief.  Five  weeks  before  admission  she  had  an 
attack  of  measles. 

The  family  history  was  satisfactory,  save  in  respect  of  her 
mother,  who  had  died  after  some  months'  illness  with  '^pleurisy 
and  inflammation  of  the  lungs." 

On  admission  there  were  well-marked  signs  of  advanced 
heart  disease.  There  was  bloated,  puffy  face,  with  dusky 
hue  j  orthopnoea  with  alae  nasi  working.  Finger  ends 
slightly  clubbed.  The  pulse  was  feeble,  regular,  small  in 
volume  and  not  sudden,  beating  132  in  the  minute.  Respi- 
rations 60  in  the  minute.  Slight  teasing  cough.  Herpes  on 
the  lips.     The  legs  and  loins  were  very  cedematous. 

On  examination  there  was  seen  a  forcible  impulse  over  the 
greater  part  of  the  left  side  of  the  chest.  Expansion  equal 
and  fairly  good.  On  percussion,  the  right  front  was  hyper- 
resonant  to  the  fifth  rib  ;  on  the  left  front,  impaired  reso- 
nance without  increased  vocal  fremitus.  The  cardiac  dulness 
began  at  second  rib,  and  extended  to  the  right  edge  of  the 
sternum.  The  apex  beat  was  in  the  seventh  space  in  mid- 
axillary  line. 

On  auscultatiou  of  the  chest  the  breath-sounds  were  rough 
in  front,  and  free  from  rales.  Behind,  there  was  dulness  on 
percussion  over  lower  two  thirds  of  each  lung,  the  vocal  fre- 
mitus being  strong  over  the  centres  and  fading  downwards. 
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At  the  cardiac  apex  was  heaving  impulse,  following  a 
praesystolic  thrill.  On  auscultation  a  presystolic  murmur 
was  heard  at  the  apex,  followed  by  a  systolic  murmur  which 
was  audible  behind.  At  the  ensiform  cartilage  a  softer 
systolic  murmur  was  heard,  which  faded  to  the  left  and  merged 
into  the  apical  systolic  murmur.  Over  the  left  cardiac  base 
some  apparently  exocardial  friction-murmurs.  At  the  right 
(aortic)  base  sounds  rather  feeble. 

The  abdominal  walls  were  very  oederaatous,  and  there  was 
some  ascites.  The  liver  was  tumid,  duluess  extending  for  an 
inch  below  the  ribs,  but  no  edge  was  palpable.  No  enlarged 
superficial  veins.     Umbilicus  obliterated, 

A  "  dry  "  diet  was  ordered,  and  two  ounces  of  brandy, 
twenty-four  ounces  only  of  liquid  being  allowed.  Dr.  Wynne, 
my  house  physician,  ordered  iron,  digitalis  infusion  (5ij),  dilute 
phosphoric  acid,  and  chloroform  water,  with  a  linctus,  and  a 
poultice  to  be  applied  to  the  back. 

Two  days  later,  frothy  haemoptysis  occurred  to  the  extent 
of  an  ounce.  I  ordered  venaesection  to  four  ounces  from  the 
right  arm,  and  gave  quinine  with  digitalis  instead  of  iron. 
The  pulse  improved  after  the  bleeding,  and  general  relief  was 
obtained.  The  sputa  were  rusty  subsequently.  Congestive 
pneumonia  occurred  in  the  left  lung  with  bronchial  breathing 
and  bronchophony.  The  temperature  on  admission  was  97°, 
and  never  reached  normal  all  through  the  illness.  From  ten 
to  twenty-five  ounces  of  urine  were  passed  daily. 

On  the  1 7th  four  minims  of  tincture  of  strophanthus  were 
given  (instead  of  the  digitalis)  with  quinine.  Vomiting 
occurring  some  days  later,  the  strophanthus  was  omitted,  the 
dose  having  been  increased  to  six  minims  thrice  daily  in  half 
an  ounce  of  chloroform  water.  Citrate  of  caffeine  in  four- 
grain  doses  was  now  given  three  times  a  day,  and  to  check 
the  vomiting  an  effervescent  soda  draught. 

On  the  28th  it  was  noted  that  the  patient  slept  well,  but 
complained  of  headache  this  day  and  the  next. 

On  the  evening  of  the  29th  there  was  an  attack  of  shaking 
in  the  left  hand,  followed  by  vomiting  when  the  shaking 
ceased.  An  hour  and  a  half  later  had  a  severer  attack, 
lasting  about  ten  minutes,  getting  worse  as  it  went  on.  The 
girl  screamed  loudly,  and  drew  attention  to  her  condition. 
The  left  arm  moved  violently,  and  there  was  a  good  deal  of 
working  of  the  face,  especially  of  the  left  eyelid,  which  winked 
rapidly,  also  some  slight  internal  squint  of  the  left  eyeball. 
The  mouth  was  somewhat  drawn  to  the  left  side.     The  legs 
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did  not  move  at  all.  Pain  down  the  left  arm  was  complained 
of.  The  movements  stopped  suddenly,  the  patient  saying 
''she  was  all  right  now."  The  left  arm  was  found  quite 
powerless  and  anaesthetic.  Nothing  wrong  was  noticed  in  the 
face.  Four  hours  later  another  similar  attack  occurred,  the 
left  hand  being  held  rigidly  in  claw-like  position.  The  ex- 
tremities became  cold,  pulse  hardly  perceptible.  Death  in 
five  hours. 

During  the  severe  attacks  the  left  arm  had  a  congested, 
mottled  appearance,  but  retained  sensation. 
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At  the  autopsy  on  July  1  the  principal  changes  discovered 
were  as  follows  (Dr.  Ormerod's  account)  : 

The  heart  was  hypertrophied  and  dilated,  weighing  13  oz. 
The  mitral  valve  and  its  chordae  tendinese  were  thickened,  the 
aortic  cusps  also  thickened.  Large  vessels  natural.  The 
lungs  were  collapsed.  Much  fluid  in  the  right,  and  less  in  the 
left,  pleural  cavity.  The  liver  was  much  enlarged  and 
"  nutmeg."  The  spleen  was  small.  The  kidneys  were 
swollen,  their  capsules  separating  easily. 

The  cranial  bones  were  natural.  The  right  lateral,  the 
superior  petrosal,  and  superior  longitudinal  sinuses  were  dis- 
tended with  clot,  which  was  adherent  in  places  and  decolour- 
ised. The  adhesions  were  most  firm  at  the  centre  of  the 
superior  longitudinal  sinus.  The  cerebral  veins  were  all 
engorged,  especially  one  passing  just  posterior  to  the  right 
ascending  parietal  convolution. 

A  clear  explanation  of  the  headache  and  of  the  localised 
convulsive  attacks  was  afforded  by  the  autopsy.     The  onset 
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of  the  pain  was  probably  contemporaneous  witb  tbe  establish- 
ment of  thrombosis  in  the  longitudinal  sinus,  and  the  spasms 
in  the  left  side  of  the  face  and  left  arm  were  induced  by  the 
extension  of  the  process  in  veins  which  drained  the  respective 
centres  of  those  parts  on  the  right  side  of  the  brain. 

The  second  case  was  connected  with  the  puerperal  condi- 
tion. 

Case  2.  Two  attacJcs  of  double  phlegmasia  alba  dolens : 
cerebral  sym'ptoms  :  thrombosis  of  cerebral  sinuses  and  veins  : 
cajnllary  apoplexies  :  hssmorrhage  into  the  right  lateral  ven- 
tricle:  hemorrhagic  softening  of  the  right  optic  thalamus. 
(Notes  by  Mr.  Henry  Huxley,  MidAvifery  Assistant). — 
Sarah  S,,  set.  24,  was  admitted  under  Dr.  Matthews  Duucan's 
care  into  Casualty  Ward  on  October  31, 1889.  She  had  been 
married  seven  years,  had  had  five  children,  the  last  born  at  full 
time,  three  weeks  ago.  Eleven  months  ago  had  a  miscarriage. 
After  her  first  confinement,  five  years  ago,  of  a  seven  months' 
child,  both  legs  swelled.  The  right  leg  has  remained  some- 
what swollen  since,  but  has  not  further  enlarged  in  subsequent 
pregnaucies  till  the  last  confinement.  After  getting  up  on 
the  sixteenth  day,  a  week  ago,  the  legs  began  to  swell,  and 
have  since  been  increasing  in  size.  Poultices  and  hot  fomen- 
tations were  prescribed  by  her  attendant,  and  were  employed 
for  a  week,  when  the  skin  became  red  and  sore. 

On  admission  looks  very  pale  and  feeble,  face  sunken. 
Much  swelling  of  right  leg  and  thigh  as  far  as  the  groin. 
Skin  red  and  tense.  Left  leg  also  oedematous,  but  less  tense 
than  the  right.  A  cord-like  vein  is  felt  in  the  left  groin. 
The  urine  contained  a  small  trace  of  albumen.  Heart-sounds 
clear.  No  marked  dilatation  of  superficial  veins  of  the  abdo- 
men. The  legs  were  wrapped  in  cotton  wool  and  bandaged 
lightly. 

November  4. — Left  leg  very  much  reduced,  slight  pitting 
on  pressure.  Right  leg  much  smaller — redness  and  tense- 
ness of  skin  gone. 

November  12. — Quite  well  this  morning.  Legs  less 
swelled ;  temp.  97"6°.  Had  chop  and  greens  for  dinner 
(12,30).  About  two  hours  after  dinner  vomited  undigested 
food.     Complained  of  frontal  headache  and  aching  of  eyes. 

Continued  to  vomit  all  food  till  the  13th  at  about  6  p.m., 
after  which  she  kept  down  whey,  brandy,  lime  water,  and, 
later,  a  little  milk.  Still  bad  headache.  No  abdominal  ten- 
derness. 
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November  15. — At  4  a.m.  vomited  once.  At  8  a.m.,  whilst 
being  washed,  appeared  drowsy  and  complained  of  headache, 
worse  especially  on  right  side.  The  nurse  noticed  that  her 
limbs  seemed  very  weak  and  limp.  About  10.45  a.m.  found 
to  be  semi-comatose  and  could  not  be  roused. 

On  examination. — Pupils  normal;  equal,  react  to  light; 
no  squint  or  deviation  of  eyes  to  either  side ;  occasional  move- 
ment of  eyes  from  side  to  side. 

Pupils  dilated  with  atropine. — No  optic  neuritis ;  some 
slight  blurring  of  upper  part  of  right  disc.  Opens  eyelids  occa- 
sionally of  her  own  accord;  no  discharge  from  ears.  Does 
not  respond  when  spoken  to.  On  raising  the  arms  they  fall 
to  the  bed.  If  forearm  only  raised  to  right  angle  (whilst 
arm  rests  on  bed)  left  falls  at  once,  whilst  right  falls  gradually. 
Some  movements  of  fingers  and  hands  (twitchings),  especially 
of  left  hand.  No  alteration  of  colour — no  blueness  at  any 
time;  no  dyspnoea;  lies  on  back  with  head  turned  towards 
left ;  objects  to  head  being  turned  on  to  right  side,  and  rolls 
it  back  to  left  again.  No  apparent  tenderness  of  head.  Seen 
this  afternoon  by  Sir  Dyce  Duckworth,  who  diagnosed  the 
case  as  one  of  thrombosis  in  the  cerebral  sinuses;  attempted 
feeding  by  nutrient  enemata  with  brandy.  These  were  not  re- 
tained ;  Slinger's  suppositories  retained ;  takes  food  better  by 
mouth  this  afternoon  ;  no  more  vomiting ;  blister  to  nape  of 
neck.  Later  in  afternoon  developed  Cheyne- Stokes'  breath- 
ing. Twitchings  of  arms  and  fingers  (especially  left),  much 
increased  towards  evening,  the  arms  being  suddenly  straight- 
ened and  rotated  inward  (superpronation)  with  a  jerky  move- 
ment, whilst  the  hands  were  clenched,  the  fingers  closing 
over  the  thumbs,  which  were  flexed  and  adducted.  When  the 
fingers  were  forcibly  opened  and  laid  flat  on  the  bed  they  picked 
at  the  clothes.  Mouth  slightly  drawn  to  left  side  ;  no  twitch- 
ings of  face.  Later  the  arms  became  more  rigid,  remained  in 
an  extended  position,  breathing  became  more  rapid,  face 
flushed. 

November  16. — This  morning  dusky  colour,  breathing  very 
irregular  (no  longer  Cheyne-Stokes'),  sweating  profusely  (as 
also  during  night).  Arms  rigid,  right  arm  appears  most  so. 
Some  rigidity  of  head  and  neck.  Swallows  liquid  food  fairly 
well  after  the  first  mouthful.  Spasmodic  movements  of  arms 
and  hands,  same  as  last  night.  Occasional  slight  movements 
of  feet  and  legs. 

The  temperature,  which  was  96*4°  on  the  evening  of  the 
12th,  continued  to  rise  steadily,  being  97*8°  on  morning  of 


106  Sir  Dyce  Duckworth's  Cases  of  Thrombosis. 

15tli,  evening  99'4°,  16th,  morning  100*4°,  evening  at  7  p.m. 
106'6°,  just  before  death. 

Patient^s  condition  remained  much  the  same  till  7  p.m., 
when  her  breathing  became  very  laboured  and  irregular. 
Died  at  7.10  p.m.  ;  nothing  noticeable  in  mode  of  death. 


Diet. — From  time  of  admission  until  November  12,  when 
vomiting  began,  had  two  pints  of  milk,  eggs,  green  vege- 
tables every  day.     Baked  apples.     No  alcohol  until  the  12th. 

Post-mortem. — Thrombosis  of  cerebral  veins  (velum  inter- 
positum  and  neighbourhood).  Thrombosis  of  straight  sinus 
and  right  lateral  sinus.  Extreme  congestion  of  both  optic 
thalami,  hgeraorrhagic  softening  of  posterior  part  of  right 
optic  thalamus.  Thrombosis  of  veins  of  lower  extremities  of 
inferior  vena  cava  and  right  renal  vein.  Kemains  of  placenta 
in  utero. 

Dura  mater  and  sinuses. — Straight  sinus  contained  a  clot 
which  was  not  friable,  not  decolourised,  not  adherent,  but 
it  was  somewhat  firm  and  filled  the  vessel.  Right  lateral 
sinus  and  torcular  Herophili  contained  a  clot,  which  was  par- 
tially decolourised  and  in  places  friable.  It  filled  the  vessel, 
but  was  not  adherent. 

Arachnoid  andpia  mater. — Normal. 

Arteries. — Normal. 

Brain. — Convolutions  somewhat  flattened.     Right  hemi- 
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sphere  appeared  somewhat  bulged.  On  removing  brain  blood 
with  some  clot  issued  from  right  temporo-sphenoidal  lobe, 
which  had  been  wounded  in  opening  the  skull ;  this  blood  was 
found  to  come  from  the  descending  cornu  of  the  lateral  ven- 
tricle (right). 

Corpus  callosum  somewhat  thin  and  bulged  upwards.  The 
veins  of  the  velum  interpositum  and  adjacent  choroid  plexus 
were  distended  and  fii'm^  apparently  from  thrombosis.  There 
was  free  blood-clot  in  both  lateral  ventricles,  but  most  in  the 
right.  The  choroid  of  each  descending  cornu  was  thick  and 
puckered  up. 

Upon  making  the  usual  horizontal  section  outwards  through 
the  middle  of  the  basic  ganglia  an  area  of  congestion  was 
seen,  occupying  tolerably  accurately  the  optic  thalamus  of 
each  side.  It  presented  a  kind  of  zigzag  and  punctated 
pattern  formed  by  the  cut  ends  of  distended  vessels.  This 
was  most  intense  in  the  right  optic  thalamus  ;  the  posterior 
and  inner  border  of  this  right  thalamus,  where  it  abuts  on  the 
ventricle  and  its  descending  cornu,  was  broken  down,  soft  and 
ragged  (transverse  sections  showed  that  the  congestion  was 
mainly  limited  to  the  thalamus). 

In  the  right  crus  (cut  high  up)  there  was  still  a  small  area 
of  punctate  congestion  ;  there  was  none  in  the  left  crus.  The 
pons,  cerebellum,  fourth  ventricle,  and  medulla  appeared  quite 
normal.  Apparently  thrombosis  began  in  the  veins  of  the 
velum  interpositum. 

Lungs. — Congestion  and  oedema. 

Heart. — Normal. 

Vessels. — Superficial  and  common  iliac  veins  of  dark  colour; 
on  opening  them  their  lumen  was  found  to  be  quite  obliterated, 
apparently  from  old  standing  thrombosis,  for  no  distinct  layer 
of  clot  could  be  separated  from  their  walls.  Internal  iliac 
veins  distended  with  clot.  Inferior  vena  cava  up  to  a  point 
just  beyond  the  right  renal  vein  was  filled  with  yellowish 
friable  clot.  Right  renal  vein  distended  with  similar  clot.  Left 
renal  vein  normal.  Some  slight  adhesions  of  liver  to  dia- 
phragm.    Spleen  and  liver  normal. 

Kidneys. — Left  normal.  Right  rather  large  and  soft,  and 
the  structure  of  its  cortex  not  very  clear,  but  it  showed  no 
distinct  pathological  change. 

Bladder  and  ureters. — Normal. 

Uterus. — Size  of  small  apple ;  adherent  to  placental  site 
was  a  yellowish  mass,  size  of  a  walnut. 

Os  uteri. — Normal. 
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Remarks. — Cases  of  thrombosis  of  the  cerebral  sinuses  ap- 
pear to  be  very  uncommon  in  connection  with  cardiac  valvular 
disease  and  its  well-recognised  train  of  untoward  events,  and 
indeed  are  rare  under  any  circumstances.  The  first  instance 
I  remember  was  that  of  an  angemic  young  woman  under  the 
care  of  my  colleague,  Dr.  Andrew,  in  St.  Bartholomew's 
Hospital  in  1865.  lu  that  case  the  first  symptom  was  gradu- 
ally increasing  headache,  at  first  frontal,  which  prevented 
sleep.  Vomiting  occurred  several  times,  then  delirium  and 
coma.  The  pulse  became  rapid  and  irregular.  The  veins  of 
the  choroid  plexus  and  velum  interpositum,  veins  of  Galen, 
straight  and  lateral  sinuses  were  distended  with  firm  clots. 
Numerous  clots  were  found  in  the  optic  thalami,  which  were 
softened  and  broken  down.  The  arteries  were  healthy.^ 
Thrombosis  of  the  cerebral  sinuses  and  veins  is  by  no  means 
of  common  occurrence.  There  are  very  few  recorded  cases, 
and  as  the  brain  is  so  constantly  examined,  the  lesion  could 
not  often  escape  attention. 

In  the  first  case  I  have  related  the  tendency  to  clotting 
was  doubtless  due  to  languid  circulation  in  engorged  veins. 
It  is  noteworthy  that  thrombosis  should  not  occur  with 
greater  fi'equency  under  the  conditions  entailed  by  a  feeble, 
dilated,  and  engorged  heart,  which  so  often  arise  towards  the 
end  of  life  in  such  cases.  So-called  "  marasmic  "  thrombosis 
is  not  uncommon  in  children  exhausted  by  prolonged  diarrhoea, 
and  is  met  with  in  the  cerebral  sinuses  in  these  cases.  That 
this  condition  is  not  always  attended  with  definite  symptoms 
is  proved  by  my  colleague  Dr.  Gee,  who  has  met  with  a  case 
in  which  the  superior  longitudinal  sinus  was  blocked  with 
attendant  large  subarachnoid  haemorrhages,  and  in  which  no 
symptoms  during  life  drew  attention  to  this  state.  In  most 
cases  there  are  definite  symptoms,  albeit  very  variable,  but 
when  present  they  are  commonly  grave. 

In  the  second  case  there  was  marked  tendency  to  blood- 
clotting,  white  legs  having  occurred  after  two,  though  not 
consecutive,  pregnancies.  In  this  instance  there  had  been 
unskilled  attendance  at  the  last  labour,  the  placenta  having 
been  partially  retained.  Notwithstanding  this  untoward  com- 
plication, there  were  no  septic  features  in  this  case,  yet  we 
may  fairly  take  this  as  the  originating  factor  for  the  subse- 
quent thrombosis. 

The  circulation  was  languid,  and  the  patient  was  anaemic 

*  Vide  vol.  xvi  Path.  Soc.  Trans.,  p.  27,  1865.  (The  preparation  is  pre- 
served in  the  hospital  musiMiu),  vi,  86.) 
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and  in  feeble  health.  I  think  there  was  history  of  a  good 
deal  of  heemorrhage  in  the  confinement,  though  I  see  no  men- 
tion of  this  in  Mr.  Huxley's  notes.  Six  pregnancies  in  seven 
years  must  be  regarded  as  a  predisposing  cause,  but  I  am  dis- 
posed to  have  regard  to  a  special  personal  factor  in  all  cases 
where  there  is  proclivity  to  thrombosis,  and  in  this  instance 
phlegmasia  alba  occurred  after  the  first  confinement,  which  is 
hardly  the  rule  in  this  disorder,  it  being  commoner  after  later 
pregnancies.  I  was  summoned  to  see  the  patient  on  account  of 
the  cerebral  symptoms,  and  founded  my  diagnosis,  which 
proved  to  be  correct,  on  a  consideration  of  the  general  state 
as  well  as  of  the  special  local  symptoms.  There  was  abundant 
evidence  of  wide-spread  thrombosis  as  a  fundamental  condi- 
tion. The  cerel)ral  symptoms  were  exactly  those  best  recog- 
nised as  indicating  thrombosis  of  the  sinuses  and  veins  of  the 
encephalon.  I  will  now  summarize  these  concisely  : — 1.  Head- 
ache, at  times  very  severe,  sometimes  plainly  localised.  2. 
Vomiting,  generally  severe.  3.  Motor  symptoms,  indicative 
generally  of  irritation,  either  cortical  or  central ;  hence  tre- 
mors, jerking,  spasms,  and  contractures  in  certain  parts,  as  of 
face,  eyeballs,  and  the  limbs,  usually  of  one  side,  ending  in 
paresis  or  paralysis.  One  side  may  show  contracture  and  the 
other  paralysis.  4.  Drowsiness,  delirium,  coma.  5.  Varia- 
tions in  the  dimensions  of  the  pupils. 

Most  of  these  were  present  in  the  cases  I  have  recorded 
above.  It  is  to  be  noted  that  hgemorrhages  may  occur  in 
various  parts  of  the  brain  as  a  consequence  of  the  venous  ob- 
structions, either  large  or  punctiform — so-called  "capillary 
apoplexies,"  with  softening.  In  respect  of  prognosis,  once 
definite  cerebral  symptoms  supervene,  the  outlook  is  most 
grave. 

The  treatment  consists  mainly  in  stimulation  and  efforts 
to  rouse  the  circulation.  The  presence  of  vomiting  renders 
rectal  feeding  imperative.  Alcohol  and  ammonia  are  the 
chief  remedies,  and  should  be  freely  given.  Sodium  salts  are 
also  indicated  to  lessen  the  tendency  to  hyperinosis.  In  the 
treatment  of  any  case  of  thrombosis  it  is  well  to  begin  with 
stimulants,  and  to  add  to  the  dietary  a  good  proportion  of 
green  vegetable  matter.  I  am  of  opinion  that  quinine  and 
ammonia  are  better  drugs  to  employ  at  the  outset,  even  in 
the  presence  of  anaemia,  than  preparations  of  iron,  which  may 
be  used  later  in  the  case. 
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XVIII. — Case  of  Trephining  for  old  hemiplegia  accom- 
panied by  intense  headache.  By  W.  Hale  White, 
M.D.,  and  W.  Arbuthnot  Lane.  Bead  February 
14,  1890. 

CHARLES  GEORGE  E.,  get.  29,  was  admitted  into  Guy's 
Hospital,  September,  1888.  He  had  done  no  work  since 
he  was  fifteen  years  old. 

Family  history  unimportant. 

Fourteen  years  ago  he  twice  in  a  fortnight  fell  on  the  back 
of  his  head  ;  after  each  fall  he  was  insensible.  Fourteen  days 
after  the  second  fall,  he  was  admitted  into  Guy's  Hospital 
under  Dr.  Pavy,  December  4,  1874,  for  fits.  His  old  report 
says  that  fourteen  days  after  the  blow  he  was  taken  with 
violent  pains  in  the  head ;  the  next  morning  he  was  sick,  and 
it  was  found  that  he  had  lost  the  use  of  his  left  side.  He  was 
thoroughly  examined  on  admission,  but  the  only  noteworthy 
points  were  that  there  was  complete  paralysis  without  wasting 
of  the  left  arm  and  leg,  and  slight  tonic  contraction  of  the 
facial  muscles  on  the  left  side.  On  December  7  and  on 
December  12  he  was  sick.  He  went  out  January  23,  1875, 
having  gained  some  power  in  his  arm  and  leg.  He  was 
treated  with  3-grain  doses  of  iodide  of  potassium  thrice  daily. 

He  was  seen  in  April,  1875,  and  then  still  had  loss  of 
power  in  the  left  arm  and  leg.  There  is  no  mention  of  fits  in 
the  report. 

Since  he  left  the  hospital  in  1875  he  has  always  been  sub- 
ject to  severe  headaches  and  fits.  The  last  fit  was  eighteen 
months  ago.  He  has  no  premonitory  symptoms  before  the  fits. 
All  he  knows  is  that  he  suddenly  becomes  insensible.  He  is 
usually  stupid  for  an  hour  or  so  after  recovery,  and  always 
has  a  severe  headache  afterwards.  The  patient's  mother  has 
often  seen  him  in  the  fits,  she  has  never  noticed  any  twitchings 
or  movements  in  the  left  arm  or  leg  before  the  fit.  She  says 
he  goes  off  suddenly,  always  falling  to  the  left  side ;  the  limbs 
twitch  on  both  sides,  but  most  markedly  on  the  left.  The 
mouth  is  drawn  strongly  to  the  left  side,  the  eyes  are  open, 
and  turned  laterally,  but  she  is  not  sure  in  which  direction. 
The  fits  used  to  be  very  numerous,  but  are  much  less  fre- 
quent now.  The  severe  headache  is,  however,  nearly  always 
present. 
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On  admission. — Is  a  spare  man,  looks  healthy,  articulation 
good.  There  is  no  trace  of  his  previous  accident  to  be  found 
on  examination  of  the  skull. 

Nervous  and  Muscular  Systems. 

Measurements  :  Left  arm  7  in.,  right  8|  in.  ;  left  fore- 
arm 7  in.,  right  8  in. ;  left  leg  9  in.,  right  10^  in. ;  left 
thigh  13  in.,  right  14f  in. 

The  left  arm  is  flexed,  pronated  when  he  holds  it  out.  Its 
muscles  are  wasted,  but  they  feel  firm ;  the  fingers  are  claw- 
like, i.  e.  the  proximal  joints  are  hyperextended,  and  the  two 
distal  ones  flexed.  The  thumb  is  adducted.  He  has  some 
power  over  the  fingers,  but  his  grasp  is  very  weak.  He  can 
relax  the  muscles  to  a  varying  degree.  The  arm  requires 
force  to  straighten  it.  The  deltoid  and  serratus  magnus  and 
part  of  the  pectoralis  major  are  affected.  The  trapezius  and 
latissimus  are  healthy. 

The  leg  is  weak  and  wasted  in  all  its  muscles,  but  not  so 
much  as  the  arm.  The  back  muscles  are  not  affected  as  far 
as  can  be  seen.  There  is  no  curvature.  Face  muscles  slightly 
affected,  those  of  the  left  side  being  slightly  contracted. 
The  right  side  of  the  body  is  normal.  The  plantar  cremasteric 
and  abdominal  reflexes  all  slightly  more  marked  on  left  than 
right.  No  ankle-clonus.  Knee-jerks  normal  both  sides. 
Knee-clonus  left  side.  General  sensation  and  sensations  of 
pain,  heat  and  cold,  field  of  vision,  colour  fields,  hearing, 
smell,  and  taste  are  all  normal. 

Muscular  sense. — With  right  arm  patient  can  appreciate 
^  oz.  differences  in  3^  oz.  loads,  or  1  oz.  in  7  oz.  loads ;  with 
the  left  he  could  not  tell  the  difference  between  0  and  7  oz. 
He  has  pretty  fair  power  of  directing  his  left  hand  to  various 
parts  of  his  body.  Temperature  in  left  axilla  '6°  F.  lower  than 
right.     Left  98-2°,  right  98-8°. 

It  appeared  quite  clear  that  the  injury  fourteen  years  ago 
had  in  some  way  led  to  the  partial  destruction  of  the  cortical 
motor  area  on  the  right  side,  and  it  seemed  extremely  pro- 
bable that  there  was  still  some  chronic  inflammatory  thicken- 
ing of  the  parts  in  the  neighbourhood,  because  for  thirteen 
years  the  patient  had  been  liable  to  epileptiform  seizures,  and 
he  complained  of  severe  headache.  We  came  to  the  conclu- 
sion that  it  would  be  justifiable  to  trephine  over  the  motor 
area  to  see  if  we  could  in  any  way  relieve  the  headache,  and 
we  hoped  that  possibly  also  he  might,  if  any  thickened  tissues 
were  taken  away,  gain  some  increased  power  in  the  limbs  on 
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the  left  side.  The  patient  readily  consented,  for  lie  said  that 
life  was  not  worth  having,  the  headache  being  so  intolerable. 

September  30, 1888. — Mr.  Arbuthnot  Lane  trephined  over 
the  middle  of  the  fissure  of  Rolando  on  the  right  side.  It  was 
found  that  the  disc  of  bone  removed  was  unusually  thick, 
quite  three  quarters  of  an  inch.  This  thick  bone  was  found 
to  extend  over  all  the  ascending  parietal  and  ascending 
frontal  convolutions,  except  just  their  lower  part ;  it  gradually 
shaded  off  into  bone  of  the  usual  thickness.  All  the  thick 
bone  was  removed.  The  dura  mater  under  it  was  found  to 
be  thick,  and  very  white  and  opaque.  Part  of  this  was  taken 
away ;  the  convolutions  under  it  were  wasted,  and  over  them 
there  was  a  collection  of  cerebro-spinal  fluid  so  constantly 
seen  over  wasted  convolutions.  A  few  small  chips  of  bone 
which  had  been  kept  warm  during  the  operation  were  placed 
back  in  the  wound,  which  was  sewn  up  and  dressed  in  the 
usual  way.     It  healed  without  a  single  bad  symptom. 

For  three  days  after  the  operation  the  patient  had  a  little 
headache,  and  on  October  6  he  had  two  fits  accompanied  by 
universal  twitchings  and  unconsciousness. 

November  19. — He  had  headache.  Otherwise  he  has  had 
none  since  the  operation.     He  was  discharged  December  13. 

When  he  went  out  the  following  notes  were  taken : — 
Still  cannot  appreciate  differences  of  weights  ;  there  is  no 
increase  in  size  of  the  muscles ;  the  wound  is  quite  healed, 
and  the  skull  firm  over  it ;  he  can  perform  delicate  movements 
of  his  hand  more  accurately.  It  is  difficult  for  us  to  appre- 
ciate alteration  in  his  walking,  but  when  he  went  home  his 
friends  were  certain  that  he  walked  better.  He  has  no 
headache.  He  is  certain  that  he  is  is  much  benefited  by  the 
operation,  before  which  the  headache  was  continual. 

October  18,  1889. — The  patient  came  to  the  hospital 
to-day.  His  power  of  walking  is  much  greater  than  before 
the  operation ;  he  is  able  to  walk  a  long  way  in  the  streets, 
and  is  an  assistant  to  an  auctioneer.  The  utility  of  the  hand 
is  very  little  if  at  all  improved.  As  will  be  seen  from  the 
following  measurements,  all  the  limbs  are  bigger  than  they 
were  before  the  operation  : — Left  arm  8|  in.,  right  9  in. ; 
left  forearm  8^  in.,  right  9f  in. ;  left  leg  10|  in.,  right  12  in. 
This  is  probably  to  be  explained  by  the  improvement  in  his 
general  health,  but  it  is  interesting  to  note  that  the  left  side 
has  fully  participated  in  the  enlargement.  He  has  had  no 
fits  since  he  left  the  hospital.  We  asked  him  whether  he 
was  glad  that  he  had  had  the  operation  performed,  and  he 
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said  he  would  go  through  it  again  to-morrow  if  his  head- 
ache came  back,  he  was  so  pleased  with  the  result ;  for  before, 
his  life  had,  owing  to  the  headaches,  been  a  continual  burden, 
but  since  he  left  the  hospital  his  head  had  never  ached  once. 
The  aperture  in  the  skull  was  filled  in  by  bone. 

February  14,  1890,  16^  months  after  operation. — Patient 
has  had  no  headache  since  he  left  the  hospital.  He  can  walk 
much  better,  but  the  arm  is  not  improved.  He  still  expresses 
himself  delighted  with  the  operation. 

We  may,  we  think,  claim  that  this  operation  was  successful, 
for  the  patient  regained  power  in  the  leg,  and  was  completely 
relieved  of  the  headache.  The  slight  headache  immediately 
after  the  operation  and  that  on  November  19  were  probably 
due  to  some  changes  going  on  in  the  wound,  and  the  same 
explanation  will  apply  to  the  two  fits  which  took  place  shortly 
after  the  operation.  During  the  last  year  he  has  had  neither 
fits  nor  headache. 
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XIX. — A  case  of  Biliary  Fistulas,  with  escape  of  biliary 
calculi.  By  Seymoue  Taylor,  M.D.  Bead  Febru- 
ary 14,  1890. 

WW.,  ast.  57,  a  plasterer,  was  sent  to  my  out-patient  room 
•  at  the  West  London  Hospital  by  my  colleague  Mr. 
Weiss.  The  patient  was  suffering  from  eczema  of  the  legs ; 
he  had,  in  addition,  four  sinuses  in  the  belly-wall. 

Frevious  history. — English  cholera  followed  by  jaundice 
twenty  years  ago.  History  of  attacks  resembling  biliary  colic 
thirty-three  years  ago,  but  the  character  of  the  evacuations  at 
this  period  was  not  noticed. 

The  illness  causing  the  fistulse  began  about  eight  years  ago 
with  paroxysmal  pain  in  the  right  hypochondrium.  This  was 
followed  by  redness  and  continued  pain,  and  subsequently  the 
side  "  gathered."  The  "  gathering  "  went  on  for  eighteen 
months,  up  to  and  after  his  admission  to  the  Temperance 
Hospital.  Five  days  after  admission  to  this  hospital  the  ab- 
scess '^  burst,"  and  discharged  yellow  pus.  There  was  no 
surgical  operation  for  the  evacuation  of  the  pus.  Two  weeks 
later  a  very  small  gall-stone  was  discharged  from  a  sinus 
near  the  umbilicus.  Seven  more  subsequently  escaped  from 
other  sinuses  in  the  following  ten  weeks,  and  an  additional 
ten  at  least  have  been  discharged  in  the  last  six  years.  The 
largest,  appearing  two  years  after  the  abscess  had  burst,  was  the 
tenth  in  number,  and  escaped  from  the  largest  sinus ;  so  that 
there  was  a  considerable  interval  between  the  appearance  of 
the  first  calculus  and  the  appearance  of  the  largest.  The  last 
one  to  be  passed  was  six  months  ago,  viz.  in  August,  1889. 
No  tumour  or  enlargement  of  the  liver  or  of  the  gall-bladder 
was  observed  prior  to  the  acute  illness  which  reached  its 
climax  in  suppuration  and  abscess. 

There  are  now  four  sinuses,  each  and  all  discharging  bile- 
coloured  serum,  and  at  times  a  small  biliary  calculus.  The 
first  sinus  and  the  largest  is  situated  a  little  above  and  to  the 
right  of  the  umbilicus,  in  a  line  from  the  umbilicus  to  the  car- 
tilage of  the  ninth  rib.  The  second  sinus  is  situated  just 
above   and    internal    to   the   anterior   superior    spine    of   the 
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right  ilium  ;  tlie  third  about  the  situation  of  the  right  internal 
abdominal  ring  ;  the  fourth  immediately  above  the  right  spine 
of  the  pubes. 

The  motions  are  of  good  colour;  stilly  if  anything,  of 
lighter  tint  than  normal.  The  bowels  act  daily,  but  he  would 
be  constipated  without  some  aperient.  The  patient  prescribes 
Holloway's  pills  for  himself,  but  at  present  he  is  taking,  by 
my  orders,  mild  doses  of  cascara  sagrada.  His  urine  is  not 
bile-stained,  and  contains  neither  albumen  nor  sugar.  He  has 
no  vomiting.  Occasional  rigors  occur  probably  as  the  result  of 
a  travelling  gall-stone.  But  on  this  point  I  cannot  be  sure,  since 
lately  no  probe  or  other  searching  instrument  has  been  passed 
into  any  of  the  sinuses.  Some  time  back,  when  he  attended 
for  one  day  at  St.  Mary's  Hospital,  a  sinus  was  probed,  but 
with  no  result  beyond  a  rather  smart  heemorrhage.  Just  now 
he  appears  in  good  health,  except  that  he  suffers  from  a 
trivial  attack  of  eczema. 

Remarks. — Many  cases  of  the  escape  of  gall-stones  through 
fistulte  in  the  abdominal  parietes  are  on  record.  Murchison, 
in  his  classical  work  on  Diseases  of  the  Liver,  gives  references 
to  eighty-six  cases,  and  numerous  others  have  been  related  by 
Bristowe  and  others."^ 

The  present  case  is  interesting  as  occurring  in  a  man, 
since  it  is  stated  that  the  great  majority  of  cases,  ''  with  few 
exceptions  "  indeed,  are  found  in  women  ;  and  remembering 
the  greater  frequency  of  biliary  concretions  among  women,  it 
is  but  natural  that  biliary  fistulte  should  occur  oftener  in 
that  sex. 

It  would  seem  that  gall-stones,  when  they  are  discharged 
through  the  belly-wall,  follow  certain  tracts,  viz.  those  through 
which  herniee  protrude — the  '^  undefended  spaces,"  as  it 
were,  of  the  abdominal  parietes.  In  the  case  above  recorded 
the  first  fistula  to  appear,  and  the  first  to  discharge  a  stone, 
was  the  one  near  the  umbilicus,  suggesting  that  the  course 
which  the  precedent  abscess  and  subsequent  sinus  took  was 
directed  by  the  round  ligament  and  its  suspensory  fold  of 
peritoneum.  Subsequently  fistulas  appeared  and  discharged 
gall-stones  in  the  neighbourhood  of  the  right  inguinal  canal, 
another  weak  spot  in  the  abdominal  wall.  And  this  multi- 
plicity of  openings  is  one  of  the  remarkable  features  of  the 
case ;  in  by  far  the  greater  number  recorded  there  has  been 
one  sinus  only.  Here  the  several  fistula)  suggest  that  the 
many  calculi,  or  fragments  of  a  calculus,  ulcerated  their  way 
*  Brit.  Med.  Journ.,  1887,  p.  28-1. 
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through  divers  openings,  since  one  sinus  alone  was  not  suffi- 
cient to  carry  off  their  number. 

Again,  the  fistulse  probably  arising  from  one  seat  of  ulcera- 
tion in  the  gall-passages,  whether  of  bladder  or  of  ducts, 
would  be  constant  sources  of  irritation  to  their  fellows,  and 
so  prevent  healing  of  the  canals.  Not  that  this  is  a  consum- 
mation to  be  desired,  seeing  that,  at  present,  gall-stones  are 
being  discharged,  and  we  do  not  know  how  many  more  may 
yet  remain. 

The  first  fistula  had  formed  and  had  been  discharging  a 
mixture  of  bile  and  pus  fourteen  days  prior  to  the  appearance 
of  the  first  stone,  and  even  then  it  seemed  reluctant  to  issue, 
and  it  was  only  after  four  days'  probing  that  it  did  actually 
emerge.  The  escape  of  a  calculus  always  gives  rise  to  severe 
pain,  paroxysmal  in  type  and  attended  by  rigors,  the  torture, 
however,  not  being  so  severe  as  when  a  gall-stone  is  dis- 
charged by  the  ductus  communis  choledochus,  but  still  of  a 
sufficiently  agonising  character  as  to  render  the  patient  very 
prostrate  at  the  time. 

The  discharge  now  running  from  the  sinuses  appears  to  be 
a  glairy  mucus,  no  doubt  from  the  gall-bladder  or  gall-ducts, 
intermixed  with  a  little  bile  and  less  pus,  as  it  is  of  a  bright 
yellow  colour,  easily  staining  his  linen.  It  has  been  tested 
chemically,  and  contains  bile-pigment. 

Bile  also  passes  into  the  duodenum.  Of  this  there  can  be 
no  reasonable  doubt.  His  fgeces  are  of  fairly  good  colour,  and 
are  not  offensive  or  very  costive.  But  additional  evidence  is 
afforded  by  the  fact  that  the  patient  is  in  apparent  good 
health  (he  is  suffering  only  from  a  trivial  attack  of  eczema), 
and  he  is  very  well  nourished.  Further,  it  is  now  six  and  a 
half  years  since  the  first  sinus  formed,  and  clinical  evidence 
would  lead  me  to  the  opinion  that  the  discharge  of  bile  by 
fistula  on  the  surface  of  the  body,  with  the  escape  of  little 
or  none  into  the  bowel,  would  be  inconsistent  with  life  for  so 
prolonged  a  period. 

As  regards  treatment,  I  propose  to  leave  things  alone. 
The  patient  is  not  suffering  much  discomfort  from  the  fistulae, 
except  at  the  periods  of  migration  of  a  calculus. 

It  has  been  suggested  that  the  sinuses  should  be  slit  up, 
the  remaining  calculi  thus  evacuated,  and  the  ulcerating  tracts 
allowed  to  heal  up,  all  under  antisepsis.  Such  a  procedure 
has  actually  been  carried  out  in  one  or  two  cases ;  but  others 
have  been  recorded  in  which  fatal  peritonitis  has  been  set  up 
subsequent   on  the  introduction   of  a  probe   even,  into  the 
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fistula.  And  seeing  that  we  cannot  tell  the  thickness  of 
tissue  surrounding  these  outlets,  I  should  not  care  to  take 
the  responsibility  of  advising  an  operation  which  even  under 
the  most  expert  surgical  hands  might,  by  accident,  open  and 
allow  bile  to  escape  into  the  peritoneal  cavity,  and  set  up 
fatal  peritonitis. 
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XX. — On  two  cases  of  Glandular  Tumour  of  the  Tongue. 
By  Heney  T.  Butlin.     Bead  February  28,  1890. 

IN  the  section  on  Adenoma  in  Diseases  of  the  Tongue  (London, 
Cassell  and  Co.,  1885)  I  gave  a  short  account  of  all  the 
cases  which  I  could  find  in  medical  publications.  They  were 
four  in  number,  and  I  was  not  able  to  supplement  them  by 
the  relation  of  any  case  which  had  occurred  under  my  own 
observation.  I  spoke  of  the  disease  at  that  time  as  "so  rare 
that  no  general  account  can  be  written  of  it."  Now,  however, 
although  the  rarity  of  the  disease  is  beyond  doubt,  I  am  so 
fortunate  as  to  be  able  to  give  a  short  account  of  two  cases 
which  have  lately  been  under  my  care. 

Case  1. — E.  G.,  a  female,  set.  32,  very  delicate  and  liable 
to  attacks  of  sore  throat,  was  sent  to  me  at  St.  Bartholomew's 
Hospital  by  Dr.  Freeman,  of  Pangbourne,  on  account  of  a 
tumour  at  the  back  of  the  tongue.  It  was  not  known  how 
long  it  had  been  there,  but  as  there  had  been  continual  and' in- 
creasing discomfort  for  about  ayear,  we  thought  that  it  hadpro- 
bably  been  growing  for  that  period.  The  tumour  could  be 
easily  seen  when  the  tongue  was  drawn  well  out  of  the  mouth, 
and  better  still  when  the  patient  retched.  It  appeared  to  be 
about  the  size  of  a  hen's  egg,  was  rounded  on  the  surface  and 
smooth,  covered  with  mucous  membrane,  which  was  not  any- 
where broken  :  it  felt  tolerably  firm,  but  so  elastic  that,  in  the 
doubt  whether  it  might  not  contain  liquid,  I  punctured  it,  with 
the  result  of  drawing  pretty  free  hemorrhage  for  several 
minutes.  As  far  as  could  be  judged,  it  occupied  the  situation 
of  the  epiglottis,  which  could  not  be  seen.  Nor  could  its  re- 
lation to  the  larynx  be  made  out  on  account  of  its  large  size. 
As  the  patient  could  speak  clearly,  and  could  swallow  without 
much  difficulty,  it  appeared  improbable  that  the  intrinsic  struc- 
tures of  the  larynx  were  involved.  I  thought  the  tumour  was 
probably  a  sarcoma,  growing  either  from  the  back  of  the 
tongue  in  the  middle  line  or  from  the  epiglottis,  which  it 
appeared  to  have  replaced. 

On  March  6,  1889,  tracheotomy  was  performed,  and  Hahn's 
tube  was  inserted.  When  the  sponge  around  the  tube  had 
sufficiently  swelled  out  to  plug  the  trachea,  two  threads  were 
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passed  through  the  tongue,  which  was  drawn  as  far  as 
possible  out  of  the  mouth.  The  tumour  could  then  be  easily- 
reached.  I  f  reel  J  incised  the  membrane  covering  it  and 
around  its  base,  and  then,  feeling  that  the  base  of  the  tumour 
was  constricted  and  that  it  did  not  seem  to  be  deeply  im- 
bedded in  the  substance  of  the  tongue,  I  scooped  it  out  piece- 
meal with  my  fingers,  until  what  appeared  to  be  healthy- 
muscular  tissue  was  reached.  There  was  very  free  liEemor- 
rhage,  but  it  ceased  soon  after  the  completion  of  the  operation. 
The  wound  was  dusted  over  with  iodoform,  and  the  tracheo- 
tomy tube  was  left  in  until  the  next  day.  Eecovery  took 
place  slowly  and  with  difficulty  on  account  of  the  weak  state 
of  the  patient's  health.  Before  she  left  the  hospital,  on  the 
27th  of  March,  I  examined  with  the  laryngoscope,  and  dis- 
covered that  there  were  two  or  three  lumps  which  appeared 
to  be  due  to  imperfect  removal  of  the  growth.  It  was  easy 
at  that  time  to  ascertain  the  exact  situation  of  the  tumour, 
which  was  at  the  back  of  the  tongue  about  half  an  inch  in 
front  of  the  epiglottis,  which  was  quite  natural. 

Fig,  3. 


I  was  much  astonished  when  I  learned  from  Mr,  Bowlby, 
who  was  good  enough  to  examine  the  structure  of  the  tumour, 
that  it  was  a  cystic  tubular  adenoma.  The  presence  of  cysts 
had  been  apparent  at  the  time  of  the  operation,  and  rather 
tended  to  confirm  the  belief  that  the  disease  was  a  sarcoma. 

In  June  the  patient  returned  to  the  hospital,  when  there 
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was  a  tumour  about  the  size  of  a  small  bantam's  egg.  She  was 
advised  to  undergo  a  larger  operation  for  the  purpose  of  com- 
pletely removing  it,  but,  perhaps  wisely,  she  refused  and  re- 
turned home. 

On  the  8th  of  November  I  again  examined  her,  and  came 
to  the  conclusion  that  the  growth  was  certainly  not  increased 
in  size  ;  indeed,  it  was  smaller  than  in  the  month  of  June. 

Case  2. — A.  G.,  a  female,  set.  27,  was  sent  to  me  at  St. 
Bartholomew's  Hospital  by  Dr.  Clegg,  of  Stockton-on-Tees.  For 
four  years  she  said  she  had  been  in  the  habit  of  occasionally 
bringing  up  some  blood,  and  for  the  last  two  years  a  tumour  had 
been  observed  at  the  back  of  the  tongue.  It  had  been  lanced 
by  a  doctor,  and  had  bled  very  freely,  so  that  it  had  to  be 
"  tied  up."  For  nine  months  past  there  had  been  a  good  deal 
of  discomfort  in  speaking  and  swallowing.  But  the  tumour 
had  at  first  caused  her  so  little  discomfort  that  she  was  not 
aware  of  its  existence  until  it  was  observed  by  her  sister.  It 
occupied  precisely  the  same  position  as  in  the  former  case, 
and  only  differed  from  it  in  one  respect,  that  it  was  of  rather 
smaller  size.  On  May  29  it  was  removed  with  a  large  gal- 
vano-cautery  loop,  which  was  kept  in  place  round  its  base  by 
means  of  two  curved  needles  passed  deeply  beneath  it.  There 
was  free  htemorrhage  for  several  minutes  in  spite  of  the  use 
of  the  heated  wire,  but  this  ceased  spontaneously.  Tracheo- 
tomy was  not  performed  in  this  case. 

Before  the  patient  left  the  hospital  on  the  10th  of  June  I 
examined  the  base  of  the  tongue,  and  thought  there  was  still 
some  of  the  growth  remaining,  although  at  the  time  of  the 
operation  the  removal  appeared  to  have  been  complete. 

The  microscopical  examination  in  this  case  resulted  in  the 
discovery  of  a  structure  precisely  similar  to  that  of  the  tumour 
in  the  preceding  case. 

These  cases  are  of  considerable  clinical  and  pathological 
interest. 

Four  years  ago  I  thought  it  was  useless  to  "  give  any 
rules  for  the  diagnosis  and  treatment  of  tumours  of  this 
nature,"  by  reason  of  their  extreme  rarity,  and  the  impossi- 
bility of  giving  an  accurate  description  of  their  characters. 
I  am  still  of  opinion  that  they  are  very  rare,  for  I  can  only 
give  an  account  at  the  present  time  of  four  more  cases  in  addi- 
tion to  the  four  which  were  alluded  to  in  my  book.  Two  of 
them  are  the  cases  of  which  an  account  has  just  been  given  : 
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for  the  otlier  two  I  am  indebted  to  Mr.  Bland  Sutton,  who 
kindly  gave  me  the  references  to  the  works  in  which  they  are 
reported.  One  occurred  in  the  United  States,  the  other  in 
Germany.  Curiously  enough,  all  the  eight  patients  were 
females,  but  their  ages  varied  from  extreme  infancy  to  thirty- 
two  years.  In  one  instance  the  tumour  formed  on  the  under 
aspect  of  the  tongue,  near  the  tip  (Bryant),  and  was  of  small 
size.  In  the  seven  other  cases  it  was  situated  on  the  back  of 
the  tongue,  immediately  in  front  of  the  epiglottis,  almost 
always  in  the  middle  line  or  nearly  so,  where  it  projected  in 
the  form  of  an  almost  polypoid  mass,  in  more  than  one  case 
of  considerable  size. 

I  would  venture  to  believe  that  a  prominent  tumour  in 
this   situation,  not  ulcerated,   covered  with  natural  mucous 
membrane,   permitting  very  free  movement  of  the  tongue, 
and  causing  comparatively  little  inconvenience,  may  certainly 
be    diagnosed   as   an    adenoma.     In   the    case    recorded    by 
Dr.  Hickman  the  patient  was  really  suffocated  by  the  tumour, 
but  then  it  was  congenital,  and  of  very  large  size  when  the 
size  of   the   child   is   taken   into    account.     Death   occurred 
within  a  few  hours  of  the  birth  of  the  infant.     In  the  other 
cases  comparatively  little  inconvenience  was  occasioned  by  the 
growth,  even  when  it  was  large.     In  the  cases  reported  by 
Bernays  and  Wolf  the  tumours  were  deeply  imbedded  in  the 
substance  of  the  tongue,  and  were  removed  by  operations 
from  without.       In  Bernays'  case  particularly,  there  was  a 
decided  swelling  in  the  middle  line  of  the  neck  beneath  the 
root  of  the  tongue,  and  the  bulk  of  the  tumour  appears  to 
have  lain  in  the  substance  of  the  organ;  in  Wolf's  case  the 
growth  lay  a  little  to  one  side  of  the  middle  line,  but  I  cannot 
find  that  there  was  any  swelling  of  the  floor  of  the  mouth  in 
any  of  the  other  cases,  certainly  not  in  either  of  my  own. 
The  bulk  of  the  tumour  evidently  lay  within  the  mouth,  and 
projected  from  the  surface  of  the  tongue.     The  operations, 
consequently,  were  performed  within  the  mouth,  and  no  ex- 
ternal wound  was  made  in  the  cases  in  which  the  tumours 
were  removed.     In  three  of  these  four  cases  I  know  that  the 
tumour   was   not  completely  removed,  namely,   in   my  own 
cases  and  in  one  reported  by  Mr.  Rushton  Parker.     I  have 
recorded  in  the  foregoing  note  the  return  of  the  first  patient 
to  the  hospital,  and  the  finding  of  a  tumour  of  some  consider- 
able size  at  the  seat  of  the  operation.     Also,  how  at  her  last 
visit  to  the  hospital  a  few  weeks  ago  tho  recurrent  growth 
seemed  to  be  smaller  than  on  the  previous  occasion. 
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The  further  history  of  the  second  patient  is  told  in  a 
letter  from  Dr.  Clegg,  who  was  good  enough  to  see  her  just 
six  months  after  the  operation.  He  thought  there  might  be 
a  slight  increase  in  the  size  of  the  growth,  but  she  suffered 
the  minimum  of  inconvenience  from  it. 

The  success  of  partial  operations  is  of  great  importance  in 
dealing  with  these  tumours.  It  was  of  the  utmost  moment  to 
the  first  of  the  patients  on  whom  I  operated.  She  was  ex- 
ceedingly delicate,  and  wholly  unfit  to  undergo  a  serious 
operation.  On  her  first  return  to  the  hospital  I  begged  my 
colleagues  to  see  her  with  me  in  consultation.  They  thought, 
as  I  then  did,  that  a  second  operation  would  be  needed,  but 
none  of  us  knew  what  operation  would  be  most  suitable  for 
the  removal  of  a  disease,  of  the  nature  and  origin  of  which 
we  knew  so  little.  Fortunately  the  patient  herself  settled 
the  difficulty  by  refusing  to  submit  to  another  operation,  and 
when  she  came  back  again  several  months  later  an  operation 
appeared  to  be  no  longer  needed.  The  course  of  this  case 
led  me  to  seek  the  experience  of  Mr.  Rushton  Parker  with 
regard  to  the  condition  of  the  tumour  in  the  patient  he  had 
treated.  He  was  so  kind  as  to  give  me  a  very  complete 
account  of  the  case.  The  tumour  was  seated  (as  in  most  of 
the  cases)  immediately  in  front  of  the  epiglottis.  He  bisected 
it,  and  removed  the  two  halves  with  a  pair  of  "  punch-forceps." 
The  operation  was  performed  in  1878.  In  December  of  that 
year  there  was  a  growth  half  the  size  of  the  original  tumour. 
In  April,  1881,  it  was  much  smaller.  She  has  never  needed 
another  operation,  and  Mr.  Parker  enclosed  me  a  letter  from 
her  sister,  saying  that  the  patient  was  in  good  health,  and 
suffered  scarcely  any  inconvenience  in  connection  with  her 
tongue  or  throat. 

Of  the  pathology  of  these  adenomata  of  the  back  of  the 
tongue  I  shall  speak  but  shortly.  Two  chief  theories  may  be 
put  forward  to  account  for  their  occurrence  :  first,  that  they 
are  ordinary  glandular  tumours,  developed  in  connection 
with  the  glands  behind  the  circumvallate  papillae ;  second, 
that  they  are  of  the  nature  of  accessory  thyroid  glands,  de- 
veloped in  connection  with  the  lingual  duct  which  opens  at  the 
foramen  ceecum.  The  latter  view  has  been  expressed  by 
Professor  Bernays  of  St.  Louis  College,  and  by  Mr.  Bland 
Sutton,  who  calls  them  tubulo-dermoids.  It  is  founded  in 
the  first  instance  on  the  striking  resemblance  of  the  structure 
of  the  growths  to  that  of  the  thyroid  gland.  The  situation 
of  the  tumour  in  the  immediate  neighbourhood  of  such  fcetal 


DESCRIPTION  OF  PLATE  I. 

To  illustrate  Mr.  Batlin's  cases  of  Glandular  Tumour  of  the  Tongue. 

Fiii.  1. — General  appeai-ance  of  section  of  tumour  with  a  i-inch 
power.  Several  of  the  cell-lined  spaces  are  filled  with  hyaline  or 
finely  granular  material. 

Fig.  2. — More  highly  magnified,  to  show  the  characters  of  the  cells 
lining  the  spaces. 
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structures  as  might  be  expected  to  produce  such  a  tumour, 
the  occurrence  of  a  depression  in  the  summit  of  the  tumour 
in  the  case  recorded  by  Bernays^  and  the  formation  of  cysts 
in  more  than  one  of  the  tumours,  are  urged  in  support  of  the 
theory.  Formerly  I  should  have  regarded  these  tumours  as 
certainly  simple  adenomata,  for  I  had  never  seen  one  of  them, 
and  was  not  acquainted  with  any  detailed  account  of  their 
microscopic  structure.  Now,  however,  I  am  disposed  to 
accept  the  theory  of  their  origin  in  foetal  structures.  No 
one  who  has  examined  sections  of  one  of  the  tumours  can  fail 
to  be  struck  with  the  resemblance  which  they  bear  to  the 
thyroid  gland.  Their  occurrence  almost  always  in  the  middle 
line  of  the  back  of  the  tongue,  and  the  fact  that  one  of  them 
was  observed  in  a  new-born  child  are  in  favour  of  the  theory ; 
and  I  think  that  their  curious  conduct  after  operation  may 
perhaps  be  regarded  as  a  proof  that  they  are  not  of  the  same 
kind  as  other  tumours  which  owe  a  different  origin.  The 
immediate  effect  of  an  incomplete  operation  has  been  to  ex- 
cite growth,  which  has  been  tolerably  rapid  in  one  or  two  of 
the  cases.  But  the  stimulus  has  only  acted  for  a  while ;  and 
when  it  has  ceased,  the  tumour,  instead  of  continuing  to  in- 
increase,  has  actually  diminished.  Unlike  many  innocent 
tumours,  fatty,  fibrous,  and  mucous,  which  display  their 
individual  and  independent  life  in  a  certain  measure  by  the 
capacity  which  they  appear  to  possess  of  continuous  and  un- 
limited gi-owth,  these  tumours  seem  to- be  provided  only  with 
a  limited  power  of  increase.  On  the  stimulus  of  an  operation 
this  power  is  put  forth  to  the  full  extent,  and  would  seem  to 
exhaust  the  tumour  so  thoroughly  that  it  has  been  unable  to 
maintain  the  increased  bulk,  and  has  therefore  in  the  course 
of  time  dwindled  down  one  half,  and  sunk  into  a  life  of  insig- 
nificance and  lethargy. 
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XXI. — Case  of  Cheyne- Stokes'  Breathing  of  three  months' 
duration  in  the  course  of  granular  kidney.  By 
Samuel  West,  M.D.     Bead  February  28,  1890. 

WILLIAM  H,,  set.  55,  was  admitted  into  the  Royal  Free 
Hospital  on  October  1,  1887,  suffering  from  dyspnoea. 
Witli  tlie  exception  of  gout,  from  which  he  had  suffered  for 
thirty -four  years  occasionally,  he  had  enjoyed  good  health  up 
to  eighteen   months    ago,  when  he  noticed  that  his  breath 
began  to  get  short  on  exertion.     He  had  been  a  teetotaller  for 
many  years,  and  for  the  last  five  years  had  been  free  from 
gout.     Six  months  ago  he  was  attacked  during  one  night  with 
severe  dyspnoea ;  the  attack  came  on  quite  suddenly  and  with- 
out cause,  waking  him  up,  and  lasted  about  half  an  hour.     He 
was  obliged  to  sit  up  in  bed  and  grasp  something  to  get  his 
breath,  and  he  felt  as  if  he  were  going  to  die.     He  had  alto- 
gether three  attacks,  but  in  the  interval  between  them  he 
felt  quite  well.     The  attacks  came  on,  he  observed,  after  busi- 
ness worries.     He  had  never  suffered  pain  in  the  chest,  but 
had  had  pain  of  an  aching  character  in  the  loins  for  some 
years.     After  each  attack  he  passed  a  large  quantity  of  urine. 
Towards  the  end  of  April  he  had  his  worst  attack,  and  had 
been  free  since  then  until  three  weeks  ago,  when  a  very  severe 
attack  seized  him,  from  which  he  never  completely  rallied, 
the   breathing   continuing    short,  especially  on    exertion,  so 
that  he  has  been  unable  to  walk  even  a  short  distance,  but  he 
has  never  kept  his  bed. 

The  patient  was  a  well-developed  man,  but  his  muscles 
felt  flabby,  and  his  complexion  was  sallow  and  earthy. 

The  radial  and  temporal  arteries  were  tortuous  and  thick- 
ened, and  the  tension  high;  pulse  104,  regular;  the  respi- 
rations 48,  shallow,  chiefly  diaphragmatic,  and  expiration 
prolonged. 

The  heart's  apex  was  in  its  normal  place,  and  the  cardiac 
dulness  was  not  increased.  The  sounds  were  normal,  except 
that  the  second  was  accentuated  at  the  apex. 

The  urine  contained  some  albumen,  about  ^,  and  had  a 
sp.  gr.  of  1010. 
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During  an  attack  lie  prefers  to  sit  upriglit  in  a  chair,  but 
at  otlier  times  lies  most  comfortably  on  the  back. 

The  attacks  were  regarded  as  cardiac  in  origin,  the  heart 
being  probably  fatty,  and  the  cause  of  the  heart  affection  was 
thought  to  be  granular  kidney.     The  retinae  were  healthy. 

The  patient  was  ordered  three  minims  of  tincture  of  stro- 
phanthus  and  five  minims  of  tincture  of  nux  vomica,  with 
calumba  and  soda  mixture  every  five  hours;  he  was  also 
ordered  brandy. 

October  4. — The  patient  had  had  but  little  sleep.  Had 
been  restless  and  wandering,  talking  incoherently  at  times, 
and  wishing  to  get  up,  under  the  impression  that  he  was  at 
his  business.  The  pulse  slower,  but  of  very  high  tension. 
The  respirations  30,  but  not  so  shallow.  The  eyes  have  a 
staring  and  wondering  look,  and  he  takes  some  time  to  com- 
prehend what  is  said  to  him. 

October  5. — The  bi-eathing  had  been  bad  the  whole  night, 
and  though  there  had  been  no  actual  attack  of  dyspnoea,  still 
the  breath  was  short  enough  to  keep  him  awake,  and  he  had 
hardly  slept  at  all.  This  morning  there  was  well-marked 
Cheyne- Stokes'  breathing.  The  respirations  were  about  48 
in  the  minute  ;  the  cycles  consisted  of  30  to  35  respirations, 
and  then  a  pause  lasting  about  twenty  seconds.  During  the 
pause  the  pulse  did  not  change  in  character  or  rate ;  nor  was 
there  any  alteration  in  the  pupils  or  in  the  colour  or  appear- 
ance of  the  patient,  who  seemed  quite  unconscious  that  any- 
thing unusual  was  occurring. 

October  8. — Patient  has  been  in  the  same  condition  ;  he 
seems  never  to  sleep  though  constantly  drowsy,  but  dozes  for 
a  few  minutes  at  a  time  night  and  day.  Last  night  he  fell 
asleep  for  about  ten  minutes,  and  then  woke  up  in  a  fright 
with  his  hands  and  face  bathed  in  a  cold  clammy  sweat. 

The  urine  was  examined  again,  and  contained  some  granular 
casts.  The  area  of  cardiac  dulness  was  slightly  increased 
upwards  und  to  the  left.  Five  minims  of  tincture  of  digitalis 
was  substituted  for  the  strophanthus. 

On  October  10  a  small  dose  of  morphia  was  given  suh 
cutem,  and  he  slept  all  night.  He  was  sick  several  times  the 
next  morning,  but  the  Clieyne-Stokes'  breathing  was  not  so 
marked. 

On  the  13th  a  murmur  was  detected,  it  was  thought  at 
the  right  base,  systolic,  but  not  conducted  into  the  carotids. 

On  the  17th  the  pauses  in  the  respiration  were  absent, 
and  remained  absent  for  a  week. 
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On  the  24tli  the  respirations  were  40  but  easy,  and  though 
there  was  no  distinct  Cheyne-Stokes'  breathing,  still  there 
were  every  now  and  then  intermissions,  from  two  to  four 
respirations  being  missed.  The  pulse  continued  of  very  high 
tension,  and  was  at  times  slightly  irregular.  The  heart,  which 
had  been  slowly  dilating,  now  presented  its  apex  in  the  sixth 
space,  an  inch  and  a  half  outside  the  nipple,  and  the  dulness 
reached  above  the  fourth  rib.  At  the  apex,  and  limited  to  it, 
there  was  a  short  hai^sh  systolic  murmur ;  the  base  sounds  were 
feeble,  and  the  accentuation  of  the  second  aortic  sound  had 
disappeared.     The  patient,  however,  said  he  felt  better. 

On  the  25th  the  apex  murmur  was  heard  in  the  mid- 
axilla. 

On  October  31st  the  heart  was  in  much  the  same  condition, 
but  at  the  right  base  the  first  sound  was  weak  and  the  second 
somewhat  ringing,  and  neither  the  systolic  nor  the  diastolic 
interval  was  quite  clear,  though  there  was  no  distinct  murmur. 
The  short  pauses  previously  described,  or  rather  intermissions 
of  three  or  four  respirations,  continued.  The  pulse  remained 
of  the  same  high  tension. 

On  November  2nd  well-marked  Cheyne-Stokes'  breathing 
returned  after  having  been  absent  from  October  17th. 

The  next  day  the  pauses  were  absent,  but  the  well-marked 
crescendo  and  diminuendo  in  the  respiration  continued.  The 
day  following  these  too  were  gone,  but  every  now  and  then 
the  patient  took  a  deep  sighing  inspiration.  When  asleep  the 
pauses  returned,  and  lasted  about  eighteen  seconds;  but  on  the 
next  day  again  this  was  reversed,  the  pauses  being  absent  when 
the  patient  was  asleep,  and  present  only  when  he  was  awake. 

On  the  7th  the  Cheyne-Stokes'  breathing  returned. 

On  the  9th  the  patient  insisted  upon  going  out  to  transact 
some  necessary  business,  much  against  my  advice,  and  in  the 
evening  was  very  ill  with  continuous  dyspnoea,  which  culmi- 
nated during  the  night  in  three  very  severe  paroxysms,  for 
which  the  house  physician  was  su.mmoned.  By  means  of  ether 
and  brandy  the  attacks  were  relieved.  From  this  time  the 
Cheyne-Stokes'  breathing  continued  until  the  patient's  death, 
the  pauses  lasting  on  the  average  about  twenty  seconds,  and 
the  whole  recurring  about  once  a  minute,  the  number  of 
respirations  being  about  forty  in  the  minute. 

On  the  16th  the  patient  was  very  restless  and  semi- 
delirious,  the  face  greyish  livid.  The  cycle  of  respiration 
lasted  about  a  minute,  the  pause  occupying  about  sixteen  to 
eighteen  seconds   of  this  period,  and  the  total  number  of 
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respirations  were  about  40 ;  the  pulse  about  100^  not  quite 
regular,  and  with  a  feeble  wave,  but  the  tension  was  still 
above  normal.  No  variation  could  be  detected  in  the  pulse 
or  pupil  in  the  two  phases  of  respiration. 

The  cardiac  dulness  was  much  as  before,  but  the  apex 
murmur  could  be  heard,  it  was  thought,  faintly  behind  and  at 
the  right  base ;  both  sounds  were  ringing,  and  there  was  a 
doubtful  systolic  murmur. 

The  patient  was  extremely  drowsy,  and  had  to  be  roused 
to  take  foodj  which  he  ate  with  relish,  but  he  fell  asleep  again 
at  once. 

When  the  patient  was  told  to  breathe  during  one  of  the 
pauses,  he  would  make  an  attempt,  but  with  hardly  any 
effect,  for  the  diaphragm  did  not  respond,  nor  the  ordinary 
muscles  of  respiration ;  but  all  that  the  patient  could  do  was 
to  set  some  of  the  extra  respiratory  muscles  to  work.  The 
contrast  between  the  voluntary  attempts  at  respiration  during 
the  pause  and  the  involuntary  respirations  after  it,  was  very 
remarkable.  It  had  been  observed  lately  that  the  pause  was 
generally  terminated  by  a  short  cough,  of  which  the  patient 
did  not  seem  to  be  conscious. 

November  26. — The  patient  had  been  getting  gradually 
worse  for  the  last  few  days.  Last  night  he  was  so  restless 
that  a  little  opium  was  given  him,  after  which  he  slept  for 
about  two  hours.  It  did  not  seem  to  suit  him,  for  on  awaking 
he  was  delirious  and  not  so  well.  The  hands  were  found  to 
be  a  little  swollen  to-day  for  the  first  time,  but  the  feet 
were  not. 

The  pauses  lasted  on  the  average  thirty  seconds,  sometimes 
longer.  During  them  the  patient  seemed  semi-conscious,  the 
eyes  were  partly  closed,  the  mouth  wide  open,  and  the  saliva 
dribbling  from  it.  The  pulse  seemed  to  gain  force  and  volume 
towards  the  end  of  the  pause,  and  to  decrease  again  when  the 
respirations  recommenced.  Cough  marked  the  end  of  the 
pause,  and  was  more  marked  when  the  patient  was  lying 
back.  The  urine  was  passed  unconsciously,  and  though  the 
patient  answered  when  spoken  to,  he  did  not  seem  able  to 
express  his  wishes.  For  a  little  more  than  a  week  from  this 
date  the  patient  developed  a  ravenous,  almost  insatiable 
appetite. 

On  December  12th  the  right  eye  was  examined  to  see  if  any 
change  in  the  calibre  of  the  vessels  or  in  the  circulation  could 
be  detected  during  the  phases,  but  nothing  was  observed. 

Nothing    further   transpired   until   the    patient's    death, 
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except  that  the  pauses  became  slightly  longer  and  the  arte- 
rial tension  lower.  As  the  tension  fell  it  was  observed  that 
the  pulse  became  fuller  and  stronger  at  the  end  of  the  pause. 

The  patient  died  quietly  on  December  27th,  having  passed 
no  urine  for  the  last  eighteen  hours  of  life.  A  few  hours 
before  death  he  vomited  a  quantity  of  blood-stained  fluid 
without  effort  or  distress. 

To  our  great  regret  we  entirely  failed  to  persuade  the 
friends  to  allow  a  post-mortem  examination,  so  that  the  exact 
nature  of  the  lesions  must  remain  uncertain ;  but  I  think  there 
can  be  little  doubt  that  the  case  was  one  of  gradual  failure 
of  a  hypertrophied  heart  in  the  course  of  granular  kidney. 
The  case  presents  several  points  of  interest. 

In  the  first  place  it  is  interesting  to  note  the  changes  in 
the  respirations  which  occurred  while  the  patient  was  under 
observation.  Well-marked  Cheyne- Stokes'  breathing  was 
present  for  seventeen  days  after  admission,  and  then  dis- 
appeared for  a  fortnight,  to  last  on  its  return  till  the  patient's 
death,  eight  weeks  later.  The  pauses  varied  from  eighteen 
to  thirty-five  seconds;  they  were  longest  just  before  death. 
At  one  time  the  waves  of  respiration  were  distinct,  though 
the  pauses  were  absent.  At  another  time  during  the  fort- 
night's interval  the  respirations  were  regular  in  force  and 
time,  but  there  were  every  now  and  then  intermissions,  from 
two  to  five  respirations  being  missed.  At  another  time  the 
place  of  the  intermissions  was  taken  by  a  long,  deep,  sighing 
inspiration.  In  this  case  there  can  be  little  doubt  that  these 
were  all  but  different  stages  of  the  same  condition.  Even 
during  the  longest  pauses,  except  just  at  the  last,  there  was 
no  observable  change  in  the  pulse,  pupil,  or  appearance,  no 
cyanosis  developed,  and  the  patient  seemed  quite  unconscious 
that  he  was  not  breathing  ;  indeed,  he  appeared  to  have  lost 
for  the  time  all  voluntary  control  over  his  respiration. 

The  condition  of  the  pulse  is  next  worthy  of  notice.  The 
tension  was  remarkably  high ;  this  is  common  in  Cheyne- 
Stokes'  breathing,  but  it  has  in  this  case,  I  imagine,  little  to 
do  with  it,  and  depends  on  the  granular  kidney.  The  pulse- 
rate  was  slow,  never  rising  above  90,  and  it  stands  in  marked 
contrast  to  the  persistent  rapidity  of  the  respirations,  which 
were  on  the  average  40.  This  is,  however,  by  no  means 
rare  in  weak  hearts,  though  on  the  whole,  perhaps,  the  reverse 
is  more  common,  viz.  a  rapid  pulse-rate  and  not  accelerated 
respirations. 

The  subnormal  temperature  is  also  remarkable,  though 
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this  also  is  probably  to  be  connected  with  the  condition  of  the 
heart  and  the  feeble  circulation  dependent  on  it.  The  vomit- 
ing, I  think,  was  also  cardiac  in  origin. 

If  we  are  to  connect  Cheyne- Stokes^  breathing  in  anyway 
with  the  pneumogastric  nerve,  it  is  interesting  to  make  note  of 
the  ravenous,  insatiable  appetite  from  which  the  patient  suf- 
fered for  a  week  towards  the  end. 

The  most  important  feature  in  the  case  is,  however,  the 
length  of  time  that  the  Cheyne- Stokes'  breathing  lasted.  It 
was  well  marked  for  seventeen  days  after  admission,  and 
though  absent  as  such  for  the  next  fortnight,  still  there  were 
irregularities  which  were  clearly  of  the  same  character,  after 
which  it  returned  and  lasted  till  death,  eight  weeks  later. 
So  that  from  admission  till  death  a  period  of  three  months  or 
nearly  thirteen  weeks  elapsed.  I  do  not  know  of  any  case  of 
longer  duration  recorded. 

Addendum. — Since  writing  this  paper,  and  as  the  result  of 
the  discussion  which  took  place  upon  it,  several  interesting 
communications  have  appeared  in  the  Lancet  during  the 
months  of  March  and  April,  in  which  a  few  instances  of  re- 
covery after  Cheyne-Stokes'  breathing  are  recorded,  and  a  few 
of  long  duration.  The  most  remarkable  was  that  described 
by  H.  S.  (Lancet,  March  27,  1890),  of  a  gentleman  aged  92 
years,  who  had  presented  the  phenomenon  in  a  slight  degree 
for  many  years. 
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XXII. — Case  of  Diabetic  Coma  treated  by  saline  injec- 
tions.    By  W.  H.  Dickinson,  M.D.     Read  February 

28,  1890. 

ISABEL  D.,  Eet.  25,  married,  came  under  my  care  at 
St.  George's  Hospital  suffering  from  diabetes,  of  whicli 
she  had  had  symptoms,  thirst  and  loss  of  flesh,  for  two  years. 
Her  mother  and  a  sister  were  said  to  have  died  with  this 
disease. 

When  admitted,  July  10,  1889,  the  patient  was  lean  and 
sharp-featured ;  she  had  a  red,  dry  tongue,  and  a  strong  smell 
in  the  breath  of  the  kind  which  is  likened  to  that  of  acetone, 
while  perchloride  of  iron  gave  a  marked  acetone  reaction  in 
the  urine.  The  urine  on  admission,  under  unrestricted  diet, 
amounted  to  7000  grammes  in  twenty-four  hours,  had  a 
specific  gravity  of  1035,  and  contained,  according  to  the 
observations  of  my  clinical  clerk,  700  grammes  of  sugar  and 
63  of  urea.  The  diet  was  now  regulated  in  the  manner  usual 
with  diabetes,  ordinary  bread  being  replaced  by  gluten 
bread,  sugar  and  starchy  matters  withdrawn,  and  soda-water 
given  freely. 

On  the  15th,  about  7  a.m.,  it  was  found  that  the  patient 
could  answer  questions  only  in  an  indistinct  manuei-,  and  was 
becoming  unconscious.  This  event  had  been  anticipated,  and 
a  saline  solution  prepared,  such  as  is  used  in  cholera,  contain- 
ing to  a  pint  of  water  50  grains  of  chloride  of  sodium,  3  of 
chloride  of  potassium,  25  of  sulphate  of  soda,  25  of  bicar- 
bonate of  soda,  and  2  of  phosphate  of  soda.  I  was  sent  for  by 
previous  agreement,  and  reached  the  hospital  at  8.45.  She 
was  then  in  a  condition  like  profound  sleep,  from  which  she 
could  be  roused  for  a  moment,  but  not  so  as  to  answer  intelli- 
gently, at  once  relapsing  into  insensibility.  The  respiration 
was  deep  and  exaggerated,  the  acetone  smell  strong ;  the  pulse 
normally  full,  128. 

The  solution,  at  a  temperature  of  100°,  was  now  injected 
by  the  house  surgeon,  Mr.  Le  Cronier,  into  the  median 
basilic  vein  of  the  right  arm  until  the  stock  in  hand  was 
exhausted.  More  was  made  without  delay,  but  in  the  interval 
coagulation  had  taken  place  about  the  incision,  so  that  the 
process  had  to  be  continued  in  the  same  vein  of  the  left  arm. 
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a  total  of  106  oz.  being  introduced  into  the  two  veins  in  the 
course  of  an  hour  and  a  half.  An  ordinary  glass  syringe  was 
employed. 

The  patient  showed  no  sign  of  consciousness  by  movement 
or  otherwise  during  the  operation  while  the  incision  was 
being  made,  or  subsequently. 

Under  the  operation  the  pulse  remained  unaltered,  as  also 
did  the  aspect  of  the  patient.  There  was  no  such  alteration, 
either  for  better  or  worse,  as  to  attract  notice,  and  the  process 
Avas  discontinued  when  the  liquid  was  exhausted,  because  no 
encouragement  to  continue  it  was  discovered.  I  left  the  hos- 
pital, having  witnessed  what  I  supposed  to  be  an  unsuccessful 
attempt  to  relieve  a  hopeless  condition.  On  my  return  at  1.30 
I  learned  with  surprise  that  scarcely  had  I  tuimed  my  back 
on  the  patient  than  she  recovered  consciousness.  Ten 
minutes  after  the  operation  was  concluded  she  turned  about 
in  bed,  opened  her  eyes,  and  sat  half  up,  uttered  complaints  of 
restlessness  and  of  cramps  in  the  fingers,  recognised  her  hus- 
band and  child,  conversed  sensibly  with  them,  and  took  liquid 
food  in  a  natural  manner.  This  restoration  to  consciousness 
remained  complete  for  twenty-five  minutes,  when  there  was  a 
return  of  somnolency,  which,  however,  was  neither  profound 
nor  persistent. 

When  I  saw  her  at  1.30  in  the  afternoon  she  was  awake 
and  sensible,  though  occasionally  relapsing  into  drowsiness  ; 
the  breathing  was  without  the  former  exaggeration,  and  now 
quiet  and  normal.  The  pulse  was  small,  135  in  the  minute. 
The  bowels  acted,  and  she  passed  water  voluntarily ;  660  c.c. 
which  were  collected  had  a  specific  gravity  of  1010,  and  con- 
tained 1*7  per  cent,  of  sugar  and  some  albumen. 

By  way  of  keeping  up  the  hydration,  soda  water  was 
ordered  to  be  given  freely  by  the  mouth ;  for  a  time  the 
patient  took  it  without  objection,  even  helping  herself  to  it, 
but  after  two  and  a  half  pints  she  refused  more. 

At  about  12.30  p.m.  on  the  16th  she  relapsed  into  semi- 
coma, but  not  so  profoundly  but  that  she  could  take  liquid 
food,  which  was  administered  freely  throughout  the  night. 
At  11.30  A.M.,  the  coma  continuing  and  increasing,  it  was 
determined  to  repeat  the  injection.  The  veins  of  the  arms 
being  no  longer  available,  I  sought  the  aid  of  my  colleague 
Mr.  Turner,  who  cut  down  upon  the  right  internal  saphona 
in  the  thigh  and  inserted  the  cannula.  Chloroform  was  re- 
quired in  consequence  of  the  unconscious  struggles  of  the 
patient.     A  tube  and  funnel  were  connected  with  the  cannula, 
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and  saline  fluid,  identical  with  that  before  used,  was  allowed 
to  flow  into  the  vein  with  a  fall  of  five  feet  six  inches. 

Under  the  operation  the  aspect  of  the  patient  rapidly  im- 
proved, the  face  became  less  thin,  and  the  complexion  acquired 
more  of  the  pinkish  hue  of  health  than  it  had  had  before. 
As  it  went  on  many  of  the  veins  over  the  surface,  which 
before  could  not  be  seen,  became  visible  and  full;  the  face 
then  assumed  a  somewhat  congested  look,  the  ears  being 
bluish.  The  breathing  remained  normal;  the  pulse  gained 
in  volume.  When  the  venous  fulness  became  marked  the 
operation  was  discontinued.  We  had  watched  anxiously  for 
some  indications  to  stop,  but  saw  none  before  this. 

The  encouragement  afforded  by  the  previous  injection 
appeared  to  warrant  perseverance  up  to  this  point.  I  had 
hoped  to  have  seen  consciousness  restored  under  the  process, 
but  was  as  yet  disappointed  ;  perhaps  the  chloroform,  though 
but  little  had  been  given,  interfered.  The  fluid,  passing  in 
with  great  readiness,  first  with  no  visible  results,  and  next 
with  apparent  benefit,  was  allowed  to  flow  for  twenty-five 
minutes  before  the  increasing  congestion  warned  us  to  stop. 
It  was  now  found  that  no  less  than  350  oz.,  or  seventeen  and 
a  half  imperial  pints  had  been  thus  introduced  into  the  circu- 
lation. I  had  ordered  200  oz.  to  be  prepared  and  kept  in 
readiness;  the  dispenser,  with  a  view  to  further  demands,  made 
double  this  quantity ;  measurement  of  what  was  left  showed 
that  the  amount  stated  had  gone  into  the  veins. 

With  such  a  conclusion  special  care  was  taken  to  avoid 
error;  but  there  was  practically  no  waste  or  spilth,  and  the 
figures  given  may  be  taken  as  presenting  this  fact. 

After  the  operation  the  patient  vomited  once  or  twice, 
possibly  from  the  chloroform.  The  breathing  was  for  a  time 
laboured,  and  she  remained  unconscious  for  about  three 
quarters  of  an  hour,  after  which  she  recovered  complete  con- 
sciousness, and  retained  it  until  the  evening. 

During  the  four  hours  following  the  operation  704  c.c.  of 
urine  were  collected,  nearly  or  quite  all  she  had  passed,  which, 
according  to  my  clerk,  Mr.  M'Grath,  had  a  specific  gravity  of 
1012,  and  contained  1'8  per  cent,  of  sugar,  '13  per  cent,  of 
urea,  and  a  small  quantity  of  albumen. 

At  9.30  she  was  drowsy  but  able  to  answer  questions. 
The  turgescence  of  the  veins,  according  to  the  report  of  Mr. 
Ogle,  the  house  physician,  had  now  ceased.  The  respiration 
was  thirty-two  in  the  minute,  expiration  rather  long  but  not 
laboured,   pulse   small   and   feeble,    140.     Urine   had   been 
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passed  but  not  profusely.  There  was  a  trace  of  oedema  over 
the  tibise  which  was  not  there  before.  During  the  night  she 
was  conscious  but  restless.  The  bowels  acted  loosely  but  not 
extravagantly.  Liquid  food  was  taken.  At  9.45  on  the  fol- 
lowing morning  (the  17th)  she  became  less  conscious,  but  was 
still  partially  so  when  I  saw  her  at  2  p.m.  The  face  was  then 
somewhat  congested  and  the  lips  a  little  blue,  though  there  was 
no  general  venous  turgidity.  The  face  was  fuller  than 
formerly,  and  the  limbs  were  less  attenuated.  The  skin  was  not 
dry  as  before,  but  normal  in  texture ;  there  was  no  obvious 
perspiration,  nor  had  there  been  anything  which  could  be 
called  sweating.  The  oedema  continued  about  the  ankles 
and  tibiae.  The  heart's  sounds  were  feeble ;  there  was  no 
murmur  either  in  the  heart  or  great  vessels.  The  lungs  for 
the  most  part  were  amply  resonant,  though  over  their  lower 
portions,  more  particularly  on  the  left  side,  a  little  dulness 
and  tubular  breathing  were  detected.  Respiration  34,  pulse 
136.  The  acetone  smell  was  much  less  than  before,  but  could 
still  be  distinguished  in  the  breath.  The  urine  no  longer 
gave  the  acetone  reaction  with  perchloride  of  iron.  At  4  p.m. 
the  patient  ceased  to  be  able  to  swallow,  though  sufl&ciently 
conscious  to  be  aware  of  the  difficulty,  saying  "  I  can't " 
when  food  was  presented.  At  8  p.m.  she  was  quite  unconscious, 
and  so  remained  until  she  quietly  expired  at  4  o'clock  on  the 
following  morning.  At  10  o'clock  Mr.  Ogle  had  found  the 
pulse  strong,  and  concluded  that  death  was  threatened  rather 
by  coma  than  cardiac  failure. 

Between  9  o'clock  on  the  morning  of  the  15th,  and  5  o'clock 
on  the  afternoon  of  the  16th,  a  space  of  thirty-two  hours,  no 
less  than  456  oz.  (more  than  twenty-two  imperial  pints)  had 
been  introduced  into  the  veins.  It  was,  therefore,  of  interest 
to  ascertain  what  alteration  in  weight  the  body  had  undergone 
under  the  process.  The  patient  had  been  weighed  on  July 
the  11th;  the  body- weight  was  then  5  st.  11  ^  lt)s.  Nine 
and  a  half  hours  after  death  the  body  was  found  to  weigh 
6  st.  9  lbs.,  a  gain  of  11^  lbs.,  which  could  be  attributed  only 
to  the  injections. 

The  post-mortem  examination  was  made  thirty-four  hours 
a.fter  death  by  Dr.  Veale  in  my  presence. 

The  superficial  veins,  especially  over  the  shoulders,  neck, 
and  thighs,  were  deeply  blood  coloured,  as  also  were  those 
over  both  arms.  The  general  blood-staining  was  more  than 
is  usually  observed  when  the  blood  is  fluid  and  in  hot 
weather. 
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There  was  a  trace  of  oedema  on  tlie  ankles,  less  than 
during  life,  none  elsewhere.  The  large  serous  cavities  were 
examined  for  effusion,  which  was  completely  extracted  with  a 
syringe  and  measured;  the  peritoneum  yielded  18  oz.  of 
straw-coloured  fluid,  the  pericardium  1  oz.  of  blood-tinged 
fluid,  the  pleurae  together  12  oz.  blood  tinged. 

The  aorta,  cavities  and  valves  of  the  heart  were  blood- 
stained. The  walls  of  the  heart  were  thin,  and  both  ventri- 
cles flabby  and  uncontracted.  In  the  right  ventricle  was  a 
shred  of  partly  decolorised  fibrine,  about  three  inches  long 
and  as  thick  as  a  cedar  pencil ;  the  left  was  empty.  The 
valves  were  natural.  The  heart  weighed  7  oz.  From  the 
state  of  the  heart  it  was  inferred  that  asthenia  had  taken  part 
in  the  act  of  death. 

The  lower  lobes  of  both  lungs  were  heavy  to  the  touch ; 
portions  sank  in  water.  They  were  nearly,  but  not  quite, 
devoid  of  air.  They  were  loaded  with  blood,  and  presented 
points  of  extravasation  on  their  surfaces.  The  condition  was 
more  akin  to  cardiac  congestion  than  pneumonia. 

The  stomach  and  intestines  were  distended  with  gas,  but 
not  otherwise  abnormal. 

The  liver  weighed  4  lbs.  6  oz.  The  acini  were  distinctly 
marked,  rather  pale ;  the  intermediate  structure  somewhat 
congested.  The  general  aspect  was  paler  than  normal;  the 
impression  conveyed  was  one  of  fattiness  together  with  con- 
gestion. 

The  spleen  weighed  8  oz. ;  it  was  firm,  dark,  and  full  of 
blood. 

The  kidneys  were  full  of  blood  and  blood  stained;  the 
capsules  were  adherent,  the  cortices  were  increased  in  bulk 
and  buff  in  colour  as  in  early  nephritis,  the  cones  were  red. 
The  two  were  about  equal  in  size,  the  joint  weight  14  oz. 

On  exposing  the  surface  of  the  brain  a  state  of  great  con- 
gestion was  conspicuous ;  the  veins  in  the  sulci  were  loaded 
with  blood,  the  pia  mater  being  injected  arterially.  The  grey 
substance  was  dark,  the  bloody  puncta  of  the  white  matter 
were  numerous.  There  was  no  observable  amount  of  fluid  in 
the  arachnoid,  but  the  ventricles  contained  about  half  an 
ounce  which  was  blood  coloured. 

With  regard  to  this  post-mortem,  what  was  at  once 
striking  was  the  venous  congestion  presented  by  all  the 
organs,  but  to  the  greatest  extent  by  the  lower  lobes  of  the 
lungs  and  the  brain ;  the  extravagant  engorgement  of  the 
veins  between  the  convolutions  was  remarkable.     The  blood 
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was  generally  fluids  and  in  the  lieart  was  of  a  redder  tint, 
besmearing  the  tissues  more  tenaciously  than  natural.  It  is 
probable  that  the  general  appearance  of  congestion  was 
increased  by^  though  not  chiefly  due  to^  the  fluidity  of  the 
blood.  No  watery  liquid  issued  from  any  of  the  vessels,  with 
the  exception  of  a  small  quantity  from  the  right  saphena  vein 
when  the  dressing  was  removed. 

The  hopelessness  of  diabetic  coma  under  any  ordinary 
treatment  may  be  held  to  justify,  or  at  least  to  excuse,  treat- 
ment which  is  exceptional.  This  condition  has  before  been 
treated  by  injection  into  the  veins,  though  never  so  liberally 
administered.  It  is  in  this  respect  chiefly  that  I  thought  the 
case  worth  the  notice  of  the  Society,  to  which  I  present  it 
rather  as  an  instructive  experience  than  as  an  example  to  be 
in  all  respects  followed. 

The  first  injection  of  106  oz.  appeared  to  be  wholly  bene- 
ficial ;  the  result  suggested  only  a  wish  that  it  had  been  more. 
As  to  the  second,  the  amount  was  more  than  had  been 
designed,  or,  indeed,  was  known  until  afterwards;  200  oz. 
had  been  thought  of  as  the  limit  of  possibility.  The  encourage- 
ment to  exceed  this  came  from  the  readiness  and  absence  of  dis- 
comfort with  which  the  fluid  was  taken  in,  the  improvement  of 
aspect  under  it,  and  the  absence  of  ill  result  until  the  increase 
of  circulation  passed  into  venous  congestion,  which  was 
accepted  as  a  warning  to  stop.  I  had  gone  on  with  the  more 
perseverance  because  I  hoped  to  bring  about  the  restoration 
of  consciousness  under  the  operation,  and  to  have  found  it 
more  lasting  than  on  the  former  occasion.  The  restoration 
occurred  as  before — not  during  the  process,  but  after  it.  The 
delay  suggests  that  the  beneficial  result  was  due  not  so  much 
to  the  restoration  of  the  water,  which  must  have  been  imme- 
diate, as  to  elimination,  chiefly  by  diuresis,  which  must  have 
been  gradual.  It  will  have  been  noticed  that  water  of  low 
specific  gravity  was  passed  abundantly  during  and  after  both 
operations,  though  it  was  not  practicable  completely  to  measure 
it.  The  recurrence  of  the  coma  after  its  temporary  removal  in 
each  instance,  more  particularly  in  the  second,  notwithstand- 
ing that  the  injection  was  profuse  beyond  what,  with  the  expe- 
rience of  this  case,  would  be  right  to  practice  in  another,  gives 
us  but  little  encouragement  to  expect  more  than  temporary 
good  from  the  operation.  The  occurrence  of  oedema,  and,  as 
the  post-mortem  showed,  of  deeper  effusions  was  sufficient  to 
indicate  that  an  abnormal  condition  had  been  established  in 
the  contents  of  the  vessels,  or  in  their  degree  of  fulness  or 
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both.  The  admixture  witli  blood,  considerable  in  some  places, 
more  particularly  in  the  ventricles,  may  be  held  to  show  that 
increased  pressure  took  a  leading  part  in  the  process.  I 
examined  the  several  exudations,  as  obtained  after  death, 
with  the  result  which  somewhat  surprised  me,  that  they  were 
not  especially  aqueous,  but  fully  up  to  the  average  of  dropsical 
effusions  in  solid  matter  and  albumen.  From  the  ventricles 
and  pericardium  it  was  not  possible  to  obtain  enough  fluid  for 
complete  examination  ;  in  both  it  was  abundantly  albuminous  : 
the  former  contained  2'91  per  cent,  of  solid  matter,  the  latter 
5*02  per  cent,  of  solid  matter,  both  for  their  situations  rich  in 
solids.  The  fluid  from  the  pleuree  had  a  sp.  gr.  of  1016*7, 
and  contained  4*77  of  solid  matter  and  2'10  of  albumen;  the 
fluid  from  the  peritoneum  had  a  sp.  gr.  of  1013*5,  and  con- 
tained 3*49  of  solid  matter  and  1"38  of  albumen ;  so  that  these 
effusions  also  were  quite  up  to  the  average  of  dropsical  exuda- 
tions in  solids  and  albumen. 

The  practical  deductions  which  spring  from  this  case  are 
these — the  injection  of  saline  liquid  in  diabetic  coma  may  be 
attended  with  benefit,  though  this  benefit  maybe  temporary; 
100  oz.  can  be  introduced  certainly  with  impunity,  and  pro- 
bably twice  as  much.  The  beneficial  effect  is  not  immediate, 
but  requires  time  for  its  production.  Hence  the  operation 
should  be  conducted  more  slowly  than  in  this  instance.  The 
urgency  of  diabetic  coma  does  not  allow  of  unlimited  protrac- 
tion, but  it  may  be  suggested  that  some  such  rate  as  three 
pints  in  the  first  hour  and  two  pints  an  hour  afterwards  would 
give  time  for  secretion  and  not  overstrain  the  vessels.  At 
this  rate  eleven  pints  would  be  introduced  in  five  hours,  and 
the  experiment,  if  not  absolutely  successful,  would  be  an 
improvement  on  that  which  has  been  recorded. 

Taking  the  benefit  from  the  introduction  of  aqueous  fluid  to 
be  distinct,  however  temporary,  it  is  suggested,  as  a  practical 
and  safe  conclusion,  that  the  free  use  of  drinking  water  should 
be  enforced,  before  diabetic  coma  is  established,  in  cases  where 
it  is  anticipated. 
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XXIII — A  case  of  Acute  Universal  Desquamative  Der- 
matitis^ jjossihiy  caused  by  cfiloralamide.  By  P.  H. 
Pye-Smith,  M.D.,  F.K.S.     Bead  February  28, 1890. 

THE  following  case  appears  to  be  worthy  of  record^  partly 
as  an  example  of  a  form  of  dermatitis  wHicli  is  still 
obscure  in  its  origin  and  pathological  relations,  partly  as  a 
probable  result  of  a  newly  introduced  remedy,  and  another 
example  of  the  important  group  of  eruptions  produced  by 
drugs. 

A.  S.,  set.  40,  a  brewer's  cellarman,  had  been  before  in 
Guy's  Hospital  under  the  care  of  my  colleagme,  Dr.  Frederick 
Taylor,  with  symptoms  of  aortic  valvular  disease  and  of 
aneurysm.  He  was  readmitted  under  my  care  on  November 
29,  1889,  about  three  months  after  his  discharge. 

I  found  him  in  much  distress  from  insomnia,  dyspnoea, 
and  palpitation,  with  occasional  paroxysms  of  pain.  He  was 
ordered  iodide  of  potassium  in  5-grain  doses,  afterwards  in- 
creased to  15,  three  times  a  day,  but  this  drug  caused  so 
much  cardiac  depression  that  it  was  omitted  on  December  7th, 
so  that  he  only  took  15  grains  on  each  of  two  days,  and 
45  grains  on  the  third  day.  Laudanum  and  compound  spirits 
of  ether  failed  to  procure  him  rest  at  night,  and  sulphonal 
was  not  more  successful.  He  was  then  ordered  chloralamide, 
2  scruples  every  evening.  This  was  taken  with  decided  benefit 
at  first,  though  it  was  sometimes  needful  to  repeat  it  after 
midnight.  After  failure  of  other  hypnotics  it  was  resumed, 
so  that  he  took  either  40  or  80  grains  every  night,  with  one 
exception,  from  December  1st  to  13th. 

On  December  13th  his  eyes  were  red  and  watered.  Twelve 
hours  later  a  rash  appeared  on  the  face,  neck,  and  chest,  and 
rapidly  spread  over  the  arms,  abdomen,  and  legs.  His  appear- 
ance on  the  14th  was  not  unlike  that  of  a  case  of  measles;  the 
face  covered  with  an  erythematous  eruption,  the  eyes  and 
nose  running,  with  a  furred  tongue,  quick  pulse,  and  raised 
temperature,  the  urine  scanty  and  high  coloured,  with  a  trace  of 
albumen  and  deposit  of  lithates ;  but  the  colour  of  the  eruption 
was  bright  red,  not  blotched,  and  it  was  a  diffused  hyperasmia 
of  the  skin  without  papules  (see  Plates  II,  III).  In  the 
tint  and  uniformity  of  the  redness,  as   well  as  in  the  subse- 
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queut  desquamation^  the  rash  was  not  unlike  that  of  scarlet 
fever;  but  its  distribution  (as  well  as  its  course)  was  different^ 
for  it  began  on  the  face,  and  was  at  least  as  much  marked 
there  as  on  the  trunk  and  limbs.  The  whole  of  the  surface 
was  covered,  including  the  scalp,  the  hands  and  feet,  and  the 
genitals.  The  mucous  membrane  of  the  mouth  was  red, 
swollen,  and  inflamed,  but  there  was  no  special  angina,  the 
lips,  gums,  and  tongue  being'  the  parts  most  affected;  nor 
was  there  swelling  of  the  lymph-glands  at  the  angle  of  the 
jaw  or  in  the  neck. 

The  temperature,  which  had  been  normal  on  the  moruing 
of  December  11th,  rose  slightly  that  evening,  and  on  the  12th, 
the  day  when  he  first  complained  of  watering  of  the  eyes,  was 
a  little  over  100°,  It  subsided  towards  night,  and  on  the 
13th  and  14th  fluctuated  between  100°  and  102°.  It  was 
102*4°  on  the  15th,  somewhat  higher  on  the  16th,  and  on  the 
17th  reached  its  highest  point  of  103°.  It  fell  to  normal  on 
the  19th,  and  rose  again  next  day.  It  was  normal  on  the 
21st,  but  rose  the  following  day,  and  on  the  24th  again  reached 
103°.  On  the  25th  it  fell  to  99°,  and  there  was  no  subsequent 
pyrexia  of  importance. 

The  rash  preserved  throughout  the  character  of  uniform 
diffused  and  superficial  dermatitis,  as  above  described.  There 
was  no  hasmorrhage,  and  the  only  further  progress  noted  was 
in  the  formation  of  a  few  small  vesicles  upon  the  arms.  He 
complained  of  the  soreness  of  the  mouth,  and  was  restless  at 
night  from  the  absence  of  his  chloralamide  draught,  which 
no  other  sedatives  seemed  to  make  up  for.  But  the  rash 
occasioned  no  pain,  and  little  or  no  irritation.  By  December 
18th  (the  fifth  or  sixth  day  of  the  eruption)  it  was  beginning  to 
fade,  first  upon  the  legs,  and  afterwards  on  the  abdomen, 
chest,  and  arms.  The  back  continued  red  some  days  longer, 
and  a  few  vesicles  appeared  there  as  well  as  on  the  abdomen 
before  it  disappeared.  The  rash  on  the  face  had  nearly  disap- 
peared by  the  20th,  but  the  eyes  were  still  inflamed,  itching 
and  shooting  pain  being  constantly  present.  It  was  a  catarrhal 
ophthalmia  without  photophobia,  and  with  no  inflammation  of 
the  iris  or  sclerotic.  On  the  face  and  limbs  particularly,  but 
more  or  less  over  the  whole  body,  there  was  profuse  des- 
quamation. By  the  21st  the  pulse  had  fallen  with  the 
subsidence  of  the  temperature,  and  the  urine  was  no  longer 
febrile,  while  a  trace  of  albumen  which  had  been  present 
disappeared. 

On  tlie  23rd  desquamation   was  going  on   rapidly.     The 
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flakes  were  large,  thin,  and  flat,  in  some  places  peeling  ofl'  as 
after  scarlet  fever,  in  others  more  resembling  the  peculiar 
squames  of  pityriasis  rubra.  In  fact,  if  the  patient  had  been 
seen  for  the  first  time  at  this  period  of  the  eruption,  his  case 
would  probably  have  been  regarded  as  one  of  exfoliative 
dermatitis.  By  December  26th  the  desquamation  was  nearly 
over,  and  the  skin  had  resumed  much  of  its  natural  appear- 
ance, but  some  amount  of  branny  desquamation  continued 
for  a  week  longer.  There  was  little  pigmentation  left,  and 
that  soon  disappeared,  as  we  expected  from  the  acuteness  of 
the  eruption. 

Acute  attacks  of  dermatitis,  running  a  rapid  course  and 
accompanied  with  fever,  were  formerly  generally  put  down  as 
acute  eczema,  but  this  name  ought  certainly  not  to  be  applied 
to  cases  like  the  present.  They  are  common,  acute,  super- 
ficial dermatitis  :  acute  in  course  and  symptoms,  and  common 
in  character,  i.  e.  like  the  inflammation  produced  by  common 
irritants,  and  therefore  capable  of  irritation  at  will.  It  is 
easy  to  produce  an  artificial  eczema,  but  we  cannot  imitate 
psoriasis  or  pemphigus.  They  are  superficial,  not  destroying 
the  papillae,  and  therefore  disappear  without  leaving  scars. 
But  they  show  no  trace  of  the  characteristic  distribution  of 
eczema  ;  they  are  not  recurrent,  and  they  do  not  produce  the 
characteristic  weeping  surface  of  true  eczema ;  nor  is  the  des- 
quamation which  follows  the  eruption  like  the  branny,  scanty, 
furfuraceous  scales  with  thickening  and  infiltration  of  the 
skin,  which  mark  the  final  and  also  the  quiescent  stage  of 
eczema.  In  many  respects  cases  like  the  present  approach 
much  more  closely  to  certain  forms  of  Duvergie's  pityriasis 
rubra  or  Erasmus  Wilson's  exfoliative  dermatitis.  They  begin, 
however,  more  acutely,  and  they  pass  off  much  more  easily  ; 
though  the  form  of  desquamation  is  similar,  it  is  far  less  pro- 
fuse and  protracted;   and  they  do  not  become  chronic. 

Resemblance  to  an  exanthem,  particularly  to  scarlatina, 
measles,  and  rubeola,  is  obvious,  but  the  points  of  diagnosis 
from  each  are  sufficient,  apart  from  the  question  of  contagion. 

A  much  closer  relationship  of  the  present  case  is  that  to 
the  acute  papular  or  diffused  forms  of  dermatitis  Avhich,  not 
infrequently,  are  seen  in  the  progress  of  chronic  Bright's 
disease.  They  sometimes  resemble  lichen,  sometimes  eczema, 
but  are  usually  dry,  rapid  in  their  evolution,  and  quite  distinct 
from  the  occasional  erythema  of  dropsical  limbs.  In  fact, 
the  cases  I  have  observed  have  always  been  in  the  more 
chronic  cases  of  Bright's  disease,  in  which  thei'e  is  but  little 


140  Dr.  Pye-Smith's  Case  of  Acute  Dermatitis. 

oedema.  Their  prognostic  significance  is  grave^  for  they  often 
come  on  towards  the  end  of  the  patient's  life,  together  with 
well-marked  symptoms  of  uraemia.  This  is  not,  however, 
always  the  case,  and  I  have  more  than  once  seen  such  an 
eruption  in  an  elderly  patient  pass  off,  and  the  renal  affec- 
tion afterwards  improve.  The  presence  of  albuminuria  in  the 
present  case  has  no  special  significance,  for  it  existed  before 
the  rash  or  pyrexia  began,  and  was  no  doubt  due  to  conges- 
tion from  the  cardiac  disease. 

Eruptions  due  to  drugs  are  as  a  rule  erythematous  in 
character.  Those,  for  instance,  produced  by  belladonna  and 
copaiba  are  scarlatiniform  or  morbilliform,  or  resemble  the 
erythema  and  urticaria  which  are  produced  by  certain  articles 
of  food.  I  am  not  aware  that  any  rash  has  yet  been  observed 
to  occur  in  a  patient  who  is  taking  chloralamide ;  but  that 
chloral  hydrate  sometimes  produces  an  eruption  is  well  known. 
Some  of  the  recorded  cases  were  not  dissimilar  from  the 
present  one,  but  none  so  severe.  Fatal  cases  have  generally 
been  purpuric.  In  the  present  instance  the  exhibition  of  the 
drug  and  the  appeai'ance  of  the  rash  may  have  been  accident- 
ally coincident,  but  inasmuch  as  similar  acute  forms  of  uni- 
versal dermatitis  are  generally  associated  with  the  toxic  effects 
of  drugs  or  of  certain  kinds  of  food,  it  seems  probable  that 
the  chloralamide  was  the  cause  of  the  eruption.  If  this  new 
drug  (which  otherwise  appears  to  be  a  useful  and  harmless 
hypnotic)  should  become  popular,  this  hypothesis  will  soon  be 
contradicted  or  confirmed  by  further  experience  of  its  action. 


DESCRIPTION  OF  PLATE  II. 

To  illustrate  Dr.  Pye-Smith's  Case  of  Acute  Dermatitis. 

The  uniform  punctate  character  is  shown,  and  the  bright  crimson 
colour  of  the  rash,  taken  at  its  height  of  development. 
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DESCRIPTION  OF  PLATE  III. 

To  illustrate  Dr.  Pye-Smith's  Case  of  Acute  Dermatitis. 

The  desquamating  stage,  taken  a  few  days  later.     The  colour  is  less 
vivid,  and  pigmentation  is  beginning. 

The  lower  figure  in  this  plate  shows  the  fingers  of  the  right  hand 
with  a  continuous  mass  of  desquamating  cuticle. 
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XXIY.  — Case  of  Rupture  of  the  Small  Intestine  loithout 
external  wound  :  peritonitis  :  abdominal  section :  ex- 
cision of  ruptured  gut :  enteroraphy  :  recovery  :  table 
of  cases  previously  recorded.  By  John  Croft.  Bead 
March  14,  1890. 

IN  May  of  1888  I  communicated  to  the  Society  the  particulars 
of  a  case  of  ruptured  small  intestine  without  external 
wound.  See  the  Transactions  for  1888,  p.  254.  The  lesion 
had  happened  to  an  adult  who  was  operated  on  by  me  eighteen 
and  a  half  hours  after  the  infliction  of  the  injury.  For  reasons 
that  I  explained  at  the  time,  I  preferred  to  make  an  artificial 
anus  preparatory  to  a  more  radical  cure.  The  man  made  as 
good  a  recovery  as  it  was  possible  for  him  to  make  under  the 
circumstances.  At  the  end  of  a  month  a  resection  of  the 
artificial  anus  was  made,  but  owing  to  the  combined  effects  of 
the  first  lesion  and  the  long  second  operation  he  failed  to  re- 
cover, and  died  thirteen  hours  afterwards  from  congestion  of 
the  lungs  and  exhaustion.  A  complete  cure  had  been  nearly 
obtained. 

Since  then  a  complete  success  has  been  vouchsafed  us,  as 
the  narrative  of  the  following  case  will  show. 

Charles  A.,  set.  14,  admitted  into  St.  Thomas's  Hospital, 
under  Mr.  Croft's  care,  on  May  21,  1889,  at  10.30  p.m. 

The  boy  had  been  kicked  in  the  abdomen  by  a  horse  about 
half-past  seven  in  the  evening.  He  fell  when  struck  and  be- 
came "  unconscious,"  and  was  carried  to  his  home  in  the 
same  street  and  put  to  bed.  He  had  taken  his  tea  at  half- 
past  four,  and  he  passed  water  about  that  time.  As  he  was 
in  pain,  his  friends  gave  him  some  '^ senna"  to  act  on  the 
bowels.  This  he  fortunately  vomited.  As  his  pains  in- 
creased he  was  brought  to  the  hospital.  On  the  way  there 
he  vomited  twice,  and  in  the  waiting-room  he  brought  up  a 
little  light-coloured  fluid  which  was  said  to  be  streaked  with 
blood.  A  catheter  was  passed  in  the  admission  room,  and 
about  eight  ounces  of  normal  urine  were  drawn  off.  When 
admitted  it  was  not  thought  that  he  was  suffering  from  shock. 
It  was  observed,  however,  by  the  nurse  that  he  doubled  up 
his  knees  and  laid  himself  on  his  side.     He  had  been  kicked 
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below  the  umbilicus,  and  the  lower  part  of  the  belly  was  tender 
to  the  touch.  Ice  was  applied  to  the  abdomen.  Morphia 
was  administered  hypodermically.  Fluids  and  solids  by  the 
mouth  were  forbidden.  The  temperature  taken  after  admis- 
sion was  99*2°j  and  his  pulse  was  steady  at  80.  During  the 
night  the  temperature  rose  to  103"  6°. 

On  the  following  morning,  May  22,  at  9.45,  Mr.  Croft  was 
called  to  see  the  boy,  and  found  his  expression  anxious,  the 
lips  drj^,  temp.  103°,  pulse  quick,  and  tongue  furred.  The  legs 
were  drawn  up,  the  abdominal  wall  flat,  rigid,  and  very  tender. 
The  muscular  resistance  was  very  marked.  The  pain  was 
chiefly  below  the  umbilicus.  There  was  slight  dulness  in  the 
left  loin,  none  in  the  right,  and  none  over  the  bladder.  He 
had  not  been  sick  since  he  had  come  into  the  ward,  and  he 
had  not  been  delirious. 

The  diagnosis  was  in  favour  of  ruptured  intestine  and 
acute  peritonitis.  Exploration  of  the  abdomen  by  median 
laparotomy  was  immediately  determined  upon  and  carried  out. 

The  patient  was  kept  under  ether,  the  operation  lasting 
an  hour  and  three  quarters.  Mr.  H.  B.  Robinson  rendered 
very  valuable  assistance. 

On  dividing  the  linea  alba,  an  oedematous  condition  of  the 
subperitoneal  tissue  was  observed.  As  soon  as  the  peri- 
toneal cavity  was  opened  a  faint  fsecal  odour  was  observed. 
When  the  omentum  was  drawn  aside  about  an  ounce  and  a 
half  of  turbid  dirty-brown  fluid  escaped  with  a  distinctly 
fsecal  odour ;  its  under  surface  was  adherent  to  some  coils  of 
intestine,  and  was  coated  with  exudation  and  the  same  dirty- 
brown  fluid.  The  coils  of  bowel  were  matted  together  and 
more  or  less  stained.  On  breaking  through  these  adhesions 
and  separating  the  coils  on  the  right  side  about  two  inches 
below  the  umbilicus,  the  region  of  chief  injury  became  more 
evident.  A  small  rupture  was  found  on  the  under  surface  of 
the  ileum,  measuring  about  three  eighths  of  an  inch  in  diameter. 
This  lesion  was  in  the  centre  of  a  small  areola  of  ecchymosed 
and  inflamed  tissue.  On  the  opposite  wall  of  the  gut  there 
was  another  ecchymosed  spot,  corresponding  with  the  first 
lesion.  After  cleansing  and  examining  this  portion  of  the 
bowel  Mr.  Croft  determined  to  resect  it,  as  he  deemed  it  un- 
safe to  return  the  contused  as  well  as  the  ruptured  pieces. 

Makins'  forceps  were  applied  below  the  spot  at  which  the 
incision  was  to  be  made,  and  Mr.  Eobinson  took  charge  of  the 
upper  portion.  A  V-  shaped  segment  of  the  gut  was  cut  out 
with    scissors    and  snipped  from  its  mesenteric  attachment, 
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Immediately  after  excision  the  mesenteric  wound  appeared  to 
be  not  more  than  three  eighths  of  an  inch  in  width. 

When  bleeding  had  been  arrested  the  mesenteric  wound 
was  carefully  closed  from  side  to  side  by  eight  sutures,  passed 
after  Lembert's  manner,  four  above  and  four  below.  The 
cut  ends  of  the  intestine  were  next  carefully  adjusted,  and 
opposite  the  attachment  of  the  mesentery  sutures  were  passed, 
so  as  to  draw  together  the  muscular  coats,  applying  these 
coats  dos  a  dos.  Five  sutures  were  needed  for  this.  In 
bringing  together  the  rest  of  the  bowel  Lembert's  sutures 
were  employed,  about  twenty  being  inserted.  Extra  sutures 
were  put  in  where  they  seemed  to  be  indicated,  bringing  up 
the  total  to  over  forty. 

As  the  piece  of  omentum  opposite  the  injury  was  the  re- 
verse of  pure,  it  was  thought  best  to  cut  it  right  away.  It 
was  therefore  ligatured  and  excised. 

After  this  the  peritoneal  cavity  was  carefully  purified 
with  hot  boracic  solution,  about  20  per  cent,  in  strength,  and 
the  toilet  of  the  peritoneum  was  completed.  The  external 
wound  was  closed  by  silk  sutures.  No  drain  was  put  into  the 
peritoneal  cavity.  Antiseptic  precautions  were  observed 
throughout.     The  operation  lasted  an  hour  and  three  quarters. 

A  detailed  report  of  the  after  progress  and  treatment  is 
not  needed.  He  made  an  uninterrupted  and  easy  recovery. 
No  constitutional  nor  local  disturbance  ensued. 

In  the  night  following  theoperationhis  temperature  reached 
100"4°,  and  then  subsided  to  normal.  During  the  fifty-six 
hours  ensuing  upon  the  operation  he  was  fed  exclusively  by 
the  rectum.  Afterwards  a  graduated  scale  of  fluid  nourish- 
ments was  allowed  until  convalescence  was  quite  established. 

He  continues  in  good  health,  and  is  present  this  evening 
in  the  next  room. 

BemarTis. — This  case  appears  to  me  to  give  most  valuable 
support  to  the  formula  that  '^'in  cases  of  abdominal  injury 
without  external  wound,  when  the  injury  is  followed  by  sym- 
ptoms of  internal  lesion  and  peritonitis,  an  exploratory  lapa- 
rotomy should  be  performed." 

Symptoms. — In  this  case,  as  in  the  first,  peritonitis  was 
indicated  by  certain  well-marked  symptoms  ;  there  was  dis- 
tinct febrility,  there  was  rigidity  of  the  abdominal  muscles, 
and  there  was  pain  with  tenderness  on  pressure.  These 
symptoms,  taken  with  the  fact  of  a  severe  injury  like  that  of 
a  kick  of  a  horse  below  the  navel,  were  (|uito  enough  to 
guide  one. 
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The  absence  of  vomiting  in  such  cases  is  not  to  be  estimated 
as  contra-indicating  lesion  of  intestine  or  as  negativing  peri- 
tonitis. The  surgeon  should  not  be  deluded  into  procrastina- 
tion because  there  is  no  vomiting  or  very  little  of  it.  Expe- 
rience has  shown  that  sickness  is  a  very  inconstant  symptom 
in  both  intestinal  lesion  and  early  peritonitis.  When  present 
and  carefully  interpreted,  vomiting  may  prove  a  valuable  guide, 
but  its  absence  has  too  often  led  to  fatal  delays. 

In  both  cases  I  observed  rigidity  of  the  muscles  of  the 
abdominal  wall,  and  that  it  was  increased  by  the  contact  of 
fingers.  I  attach  great  importance  to  this  symptom  (muscular 
rigidity)  whenever  it  is  found  in  joint  diseases  or  in  abdominal 
injuries.  Pain,  when  evinced  by  pressure  of  the  abdominal 
wall,  independently  of  other  symptoms,  is,  I  need  not  say,  of 
little  value  in  the  diagnosis  of  peritonitis.  Pain  with  high 
temperature  and  muscular  rigidity  is  of  decisive  value,  but 
its  absence  is  not  to  be  read  as  meaning  that  there  is  neither 
internal  lesion  nor  peritonitis.  Moreovei',  I  may  say  that  the 
subsidence  of  pain,  and  the  state  of  masked  pain,  has  too 
often  fatally  misled  medical  attendants  in  such  cases  as  the 
one  under  discussion. 

Ptdse. — This  is  also,  singly,  an  unreliable  guide.  The 
quick  wiry  pulse  that  authors  have  been  so  fond  of  quoting  is 
a  condition  that  I  have  constantly  looked  for,  but  very  rarely 
found.  Perhaps  my  sense  of  touch  has  not  been  educated  to 
the  right  point  of  refinement. 

Whilst  I  am  making  these  brief  remarks  on  the  sym- 
ptoms of  intestinal  lesion  without  external  wound,  I  may 
add  that  though  I  differ  from  Mr.  Mayo  Robson  and  others 
on  their  observations  upon  the  pulse  and  vomiting  in  these 
cases,  I  quite  agree  with  them  in  the  tenor  of  their  remarks 
on  the  symptoms  of  shock.  If  the  patient  were  seen  imme- 
diately after  the  infliction  of  the  injury,  and  shock  were 
present,  that  symptom  alone  could  not  be  relied  on  as  indi- 
cating decisively  a  rupture  of  an  internal  organ.  As  a 
matter  of  fact  the  hospital  surgeon  sees  these  cases,  unfor- 
tunately, when  such  shock  as  did  occur  has  more  or  less 
completely  declined.  On  the  other  hand,  the  absence  of 
marked  shock  either  at  the  time  of  injury  or  later  has  fre- 
quently, it  must  be  admitted,  fatally  misled  the  surgeon.  My 
experience  in  these  two  instances  may  have  been  exceptionally 
favorable  to  diagnosis  and  treatment,  but  looking  back  over 
many  years  of  hospital  life  I  cannot  believe  that  I  have  been 
so  especially  favoured  in  this  respect. 
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Septic  peritonitis. — The  odour  emitted  from  the  cavity 
when  the  peritoneum  was  opened  left  no  room  for  doubting 
that  faecal  matter  had  escaped  from  the  bowel,  and  this  acci- 
dent was  confirmed  by  the  state  of  the  exudations  found  in 
the  cavity.  Irrigation  with  hot  boracic  solution  and  the  use 
of  absorbent  wool  sponges  suflBced  to  purify  the  peritoneum 
and  abolish  the  septic  inflammation. 

Immediate  enteroraphij  versus  temporary  artificial  anus. — 
The  success  which  followed  immediate  radical  treatment  in 
this  case  gives  emphatic  support  to  the  opinion  that  the  class 
of  lesions  to  which  the  two  cases  belonged  should  be  dealt 
with  by  a  more  definitive  method  than  by  the  formation  of  a 
temporary  artificial  anus.  Had  I  treated  the  case  described 
to  this  Society  by  me  in  1888  by  immediate  enteroraphy,  I 
might  have  had  a  more  successful  result  to  record. 

Allow  me  here  to  repeat  the  reasons  which  I  then  gave  for 
attempting  an  immediate  radical  cure. 

1.  That  existing  peritonitis,  although  it  be  septic  may  be 
abolished  and  the  parts  may  be  rendered  aseptic. 

2.  That  the  existing  peritonitis  does  not  essentially  prevent 
union  of  the  peritoneal  surfaces,  for  experience  has  now  amply 
shown  that  these  soiled  parts  may  be  purified  and  rendered 
fit  for  union. 

3.  That  the  empty  and  paralysed  state  of  the  recently 
ruptured  or  contused  bowel  (small  intestine)  is  favorable  for 
the  technique  of  the  operation. 

4.  It  saves  the  patient  from  the  consequences  of  an  almost 
uncontrollable  anus  in  the  small  intestine,  viz.  general  inanition 
and  debility,  and  the  local  irritation  which  spreads  around  the 
unnatural  orifice. 

5.  It  saves  the  patient  from  the  very  serious  risks,  imme- 
diate and  remote,  of  a  second  long  and  dangerous  operation. 

Sutures. — Mesentery  :  The  peritoneal  surfaces  were  care- 
fully united  by  Lambert's  sutures.  These  were  arranged  in 
a  double  row,  and  carried  beyond  the  end  of  the  incision  both 
in  the  upper  and  lower  surfaces  of  the  mesentery. 

Intestine  opposite  the  attachment  of  the  mesentery : 
Here  the  intestinal  walls  were  carefully  brought  together, 
where  they  were  not  covered  with  peritoneum,  by  their 
muscular  coats,  dos  a  dos. 

The  rest  of  the  intestinal  walls  were  united  by  about  twenty 
silk  sutures  passed  after  Lembert's  method,  as  described  in 
the  account  of  the  operation. 

I  add  a  table  of  the  cases  which  sti  ictly  b(!long  to  the  same 
VOL.  XXIIl.  10 
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category  as  tliose  described  in  tliis  and  my  former  paper,  viz. 
rupture  or  contusion  of  intestine  witliout  external  wound.  I 
am  indebted  to  my  friends  Mr.  Battle  and  Mr.  H.  Betham 
Robinson  for  tlie  careful  search  they  have  made  through  the 
records  of  past  years.  I  cannot  believe  that  any  case  of  a 
similar  character  has  escaped  them. 

The  table  contains  fourteen  cases,  including  two  of  my 
own. 

An  analysis  of  these  yields  the  following  facts  :  there  are 
twelve  deaths,  and  two  recoveries — thirteen  deaths  if  the 
fatal  result  after  secondary  operation  for  artificial  anus  is 
included. 

The  causes  of  the  deaths  are — 
Exhaustion  after  secondary  operation  for  artificial 
anus     ........  1 


Haemorrhage  from  unsecured  artery 
Other  abdominal  visceral  injury 
Peritonitis        ...... 

Failure  of  suture  and  suppurative  peritonitis 
Shock  and  exhaustion      .... 

Peritonitis  and  shock       .... 


1 

2 
2 
1 
5 
1 

13 


Primary  artificial  anus  was  made  in  two  cases.  The  lesion 
in  one  case  (death  from  other  abdominal  injury)  consisted  of 
a  contusion  of  the  colon  and  mesocolon. 

In  the  other  twelve  cases  the  small  intestine  had  been 
injured. 

Date  of  operation. — In  one  case  the  operation  took  place  on 
the  fourth  day.  The  shortest  time  that  elapsed  between  the 
accident  and  the  operation  was  nine  hours  :  the  patient  died 
of  suppurative  peritonitis. 

The  ages  of  the  patients  vaiy  from  eight  years  to  fifty- 
eight.  We  may  infer,  therefore,  that  age  did  not  materially 
influence  the  results,  for  the  majority  of  the  patients  were 
between  twenty  and  forty. 

The  three  factors  influencing  the  operation  favorably  are — 
(1)  its  early  and  (2)  absolutely  complete  performance,  and 
(3)  the  induction  of  an  aseptic  condition. 


DESCRIPTION   OF  PLATE   IV. 

To  illustrate  Mr.  Croft's  Case  of  Rupture  of  the  Small  Intestine 
without  external  wound. 

The  drawing,  by  Mr.  Lewin,  shows  the  portion  of  intestine  which 
was  excised.  The  intestine  has  been  turned  inside  out.  It  measured 
about  half  an  inch  at  its  mesenteric  border,  and  two  inches  and  three 
quarters  at  its  opposite  or  free  border,  before  it  had  been  placed  in 
spirit. 

A  A  indicate  the  rupture  (which  was  about  three  eighths  of  an  inch 
in  diameter),  and  a  patch  of  contusion  and  inflammation. 

B  indicates  the  upper  edge  of  the  counter-abrasion. 

The  lesions  of  the  peritoneal  surface  were  less  marked  as  to  degree. 
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XXV. — Abdominal  Nephrectomy  for  large  sarcoma  of 
the  left  suprarenal  capsule :  recovery.  By  J. 
Knowsley  Thornton.     Bead  March  14,  1890. 

IN  the  autumn  of  1888  I  received  a  letter  from  Dr.  Black, 
of  Hahf ax,  Nova  Scotia,  from  which  I  extract  the  following 
sentences : — "You  may  remember  my  mentioning  to  you  during 
one  of  my  visits  to  the  Samaritan  Hospital  this  summer  the 
case  of  a  patient  of  mine  at  the  time  in  London,  who  was  pro- 
nounced to  have  splenic  tumour  or  enlarged  spleen.  She  was 
being  treated  by  applications  of  electricity,  with  supposed 
benefit.  She  came  back  here,  and  on  my  return  last  month 
I  found  that  the  growth  had  increased  materially.  I  have 
been  making  the  electrical  applications  again,  but  the  increase 
continues,  and  her  discomfort  is  decidedly  aggravated  of 
late.  .  .  .  She  is  a  woman  of  wonderful  nerve  and  pluck, 
and  insists  now  on  having  removal  of  this  mass  attempted,  if 
any  hope  at  all  of  success  can  be  held  out.  I  have  suggested 
her  seeing  you  with  that  end  in  view." 

Dr.  Black  then  mentioned  that  Dr.  Keith  had  performed 
oophorectomy  for  the  patient  some  years  before,  and  that 
she  had  been  under  his  care,  and  that  of  his  son,  for  the 
electrical  treatment.  He  gave  details  as  to  the  size  of  body, 
&c,,  and  added,  "  Having  seen  some  Samaritan  Hospital 
work  I  have  strongly  advised  her  going  to  you,  and  hope,  if  she 
does  that,  results  will  be  good,  though  there  is  no  doubt  it  is 
a  formidable  undertaking." 

I  gave  the  only  possible  reply,  viz.  that  I  would  be  happy 
to  consider  the  case  carefully  if  she  would  come  over  and  see 
me.  She  came  over  early  in  1889,  but  again  consulted  Dr. 
Keith,  who  stuck  to  his  original  diagnosis  of  enlarged  spleen, 
and  sent  her  to  the  Riviera.  Arriving  there  increasingly  ill, 
she  consulted  Dr.  Bright,  of  Cannes,  who  strongly  advised  her 
to  return  and  see  if  I  would  operate. 

I  saw  her  at  the  Hotel  Metropole  on  April  8,  and  came  to 
the  conclusion  that  the  tumour  was  not  splenic,  but  renal,  and 
that  it  could  be  removed,  though  the  risk  would  be  great. 
There  was,  and  had  been,  an  entire  absence  of  renal  sym- 
ptoms, and  the  urine  was  quite  normal,  negative  symptoms 
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observed  in  anotlier  case  of  large  sarcoma  connected  witli  the 
kidney,  which  I  successfully  removed  seven  years  ago,  the 
patient  still  enjoying  good  health. 

My  reasons  for  concluding  that  the  case  was  renal  rather 
than  splenic  were  that  all  the  symptoms  usuall}^  associated 
with  such  an  enlargement  of  the  spleen  w^ere  absent,  and  that 
the  physical  signs,  on  examining  the  abdomen,  were  those 
chai^acteristic  of  renal  tumour,  the  inner  border  of  the  tumour 
being  encircled  by  resonant  intestine,  which  could  not  be 
separated  from  it,  but  could  on  manipulation  be  made  to  con- 
tract into  a  raised  ridge  on  the  surface  of  the  tumour.  In  all 
the  splenic  tumours  which  I  have  seen  the  dull  note  has  been 
marked  up  to  the  very  edge  of  the  tumour ;  the  hard,  well- 
defined  edge  and  notch  of  splenic  tumour  were  also  absent. 
The  mass  was  lobulated,  and  varied  greatly  in  consistence, 
a  condition  I  have  never  observed  in  a  splenic  tumour,  while 
it  is  the  common  condition  in  renal  and  retro-peritoneal  sar- 
comata. At  the  lower  part,  almost  in  the  iliac  fossa,  there  was 
a  large  smooth  somewhat  mobile  projection  from  the  tumour, 
which  proved  to  be  the  displaced,  and  somewhat  enlarged, 
though  healthy  kidney. 

It  is  worthy  of  note  in  connection  with  the  absence  of  renal 
symptoms,  and  the  presence  of  a  healthy  kidney  on  the  surface 
of  the  tumour,  in  this  as  in  the  previous  case  referred  to,  that 
Mr.  Eve  and  Mr.  Targett,  who  have  kindly  examined  the 
specimens  microscopically  for  me,  suggest  that  they  are  pro- 
bably tumours  of  the  suprarenal  capsule  rather  than  of  the 
renal.  Here,  then,  we  may  have  an  important  clinical  obser- 
vation for  distinguishing  sarcoma  of  the  renal  capsule  or  kid- 
ney from  that  of  the  suprarenal  capsule,  for  in  my  experience 
the  former  tumours  do  give  very  marked  renal  symptoms, 
such  as  pain,  hasmaturia,  and  irritability  of  bladder. 

The  patient,  who  was  a  married  lad}'  of  36,  mother  of 
one  child,  aged  thirteen,  had  another  curious  pathological 
condition,  which  had  developed  soon  after  the  oophorectomy 
performed  by  Dr.  Keith  six  or  seven  years  before  I  saw  her. 
vShe  was  covered  all  over  with  long  silky  black  hair,  and  had 
to  shave  her  face  just  like  a  hairy  man.  She  was  ver}'  un- 
certain as  to  the  exact  date  when  she  first  noticed  the  tumour, 
and  the  only  point  in  her  history  which  appeared  to  have  any 
possible  bearing  upon  its  growth  was  that  two  j^ears  ago  she 
had  a  sudden  feeling  in  the  left  side  as  if  something  had  been 
strained  or  torn,  which  w'as  followed  by  uterine  hiemorrhage, 
the  only  recurrence  of  this  since  the  removal  of  the  ovaries. 
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The  close  connection  I  have  observed  between  renal  and 
ovarian  symptoms  makes  me  think  that  this  was  caused  by 
the  dislocation  of  the  kidney  into  the  position  in  which  I  found 
it  at  the  operation. 

Her  symptoms  were  indigestion,  flatulence,  constipation, 
discomfort  from  distension,  and  an  absolute  dread  of  food. 
There  was  no  history  of  malignant  disease  in  her  family. 

On  April  11  Mr.  Murray  administered  chloroform,  and, 
assisted  by  Mr.  Malcolm,  I  removed  the  tumour,  using  Lan- 
genbiich's  lateral  incision.  The  vessels  in  the  mesentery  and 
the  renal  vessels,  which  also  supplied  the  tumour,  were  the 
largest  I  have  ever  seen  in  any  abdominal  operation.  The 
spleen  was  normal,  but  slightly  adherent  to  the  posterior  part 
of  the  tumour  ;  the  pancreas  was  very  closely  adherent,  and  the 
large  vessels  on  its  surface  after  separation  were  very  difiicult 
to  secure.  I  was  obliged  to  pass  a  fine  needle  into  the  sub- 
stance of  the  gland,  carrying  a  thin  silk  ligature,  in  three  sepa- 
rate places.  The  renal  vein  was  quite  as  big  as  an  ordinary 
vena  cava.  The  tumour  might  quite  well  have  been  peeled 
away  from  the  kidney  and  this  organ  left  behind,  had  it  not 
been  for  the  renal  vessels  being  so  enormously  enlarged  and 
supplying  the  tumour.  The  lodging-house  people  had  not 
proper  weights  for  weighing  so  large  a  mass,  but  comparing 
it  with  the  other  tumour  of  the  same  kind  previously  removed, 
which  weighed  11  lbs.,  I  should  say  this  one  weighed  fully 
20  lbs.  I  drained  the  lower  pouch  with  a  Keith's  glass  tube, 
but  practically  there  was  no  oozing,  and  I  removed  the  tube 
in  twenty-four  hours.  The  i-eactionary  temperature  reached 
102°,  with  a  pulse  of  108  ;  there  was  a  good  deal  of  trouble 
with  phlegm  on  the  chest,  and  from  atony  of  the  descending 
colon  it  became  greatly  distended  with  flatus  and  very 
painful ;  this  was  not  to  be  wondered  at  considering  the  very 
extensive  division  of  its  mesocolon  in  removing  so  large  a 
tumour.  The  remaining  kidney  acted  well,  and  on  the  whole, 
and  considering  the  formidable  nature  of  the  operation,  she 
made  a  good  recovery,  but  was  much  troubled  with  intestinal 
flatulence,  which  kept  her  from  sleeping.  The  temperature 
fell  in  the  mornings  to  99° — 99*2°,  in  the  evening  it  was 
usually  about  100°,  and  the  pulse  was  rarely  below  100.  The 
very  long  wound  healed  perfectly  by  first  intention.  On  one 
or  two  occasions  there  was  a  rapid  rise  of  temperature  to  102° 
and  103°,  apparently  in  connection  with  trouble  with  flatu- 
lence and  the  action  of  the  bowels,  but  it  always  fell  as  quickly 
as  it  rose. 
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The  after  history  of  the  case,  which  Dr.  Myrtle  is  about  to 
relate  to  the  Society,  makes  it  probable  that  the  pain  in  the 
region  of  the  splenic  flexure  of  the  colon,  which  appeared  to 
me  to  be  due  to  flatulence,  was,  in  part  at  any  rate,  due  to  the 
gradual  formation  of  pus  deep  down  in  that  situation.  During 
the  fourth,  fifth,  and  sixth  weeks  the  morning  temperatures 
were  normal,  pulse  about  80  ;  but  there  was  generally  though 
not  always  an  afternoon  or  evening  rise,  which  was  occasion- 
ally considerable  when  she  was  much  troubled  with  flatulence  ; 
there  was  also  at  times  a  greenish,  slimy,  offensive  discharge 
with  the  motions.  During  the  whole  time  the  patient  took 
nourishment  well,  and  slept  well  with  a  bromide  draught  at 
night,  but  she  decidedly  lost  flesh.  The  nurse,  a  very  excel- 
lent one,  was  inclined  to  think  there  was  a  good  deal  of  hysteria 
in  the  case,  the  patient  being  readily  made  to  forget  all  her 
pains  by  anything  which  interested  and  amused  her,  and  I 
decided  that  she  might  leave  town,  resting  for  a  time  at 
Harrogate  on  her  way  to  Scotland.  Just  before  she  left  she 
complained  a  good  deal  of  a  pain  in  her  left  shoulder,  and  I 
detected  for  the  first  time  some  indefinite  dulness  in  the  back, 
but  I  could  not  detect  anything  wrong  with  the  lung,  though 
she  occasionally  had  fits  of  rapid  respiration.  During  sleep, 
however,  the  breathing  was  always  quite  tranquil.  I  will 
leave  the  further  history  of  the  case  to  Dr.  Myrtle,  merely 
mentioning  that  she  wrote  to  me  from  Halifax,  Nova  Scotia, 
on  October  17,  saying  that  she  had  borne  the  voyage  home 
well  in  August,  had  gained  32  lbs.  in  weight,  and  lost  the 
cough  and  shortness  of  breath,  could  walk  a  mile  without 
fatigue,  and  drive  any  distance. 
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XXVI. — Case  of  Abscess  subsequent  to  removal  of  left 
kidney,  ^c,  finding  vent  through  left  lung.  Re- 
covery *     By  A.  S.  Myrtle,  M.D.     Bead  March  28, 

1890. 

MRS.  B.,  whose  case  up  to  the  date  of  her  leaving  London 
is  described  by  Mr.  Knowsley  Thornton  in  the  pre- 
ceding communication^  arrived  in  Harrogate  on  May  22^  1889, 
and  I  saw  her  early  on  the  morning  of  the  23rd.  She  in  a 
sepulchral  voice  said,  "  I  am  dying/'  and  this  seemed  quite 
probable ;  her  features  were  pinched,  her  face  was  ashy  grey, 
the  lips  were  purple,  the  pulse  being  so  feeble  and  flickering 
that  it  could  not  be  counted;  temp.  104*2°.  She  lay  on  her 
back.  Respirations  were  40  ;  extremities  cold.  There  was 
constant  nausea  and  distressing  short  hacking  cough.  Hot 
applications  were  ordered  for  the  sides,  arms,  and  legs.  A  few 
drops  of  brandy  and  ammonia  in  hot  water  were  given  every 
few  minutes,  and  in  an  hour  there  was  some  attempt  at  reaction. 
I  left  her,  ordering  Valentine's  essence  of  beef  with  brandy  and 
hot  water  to  be  given  every  twenty  minutes.  9  p.m.  she  was 
improved  in  all  respects,  but  so  utterly  exhausted,  that  I  did 
not  think  she  would  live  till  morning. 

May  24, — She  had  passed  a  restless  night  never  moving 
from  the  recumbent  position,  and  had  taken  nourishment  every 
half -hour.  The  sickness  was  less  and  the  cough  quieter.  Pulse 
140 ;  temp.  102°.  The  urine  was  passed  freely,  and  was 
of  natural  appearance.  For  the  following  three  days  and 
nights  she  continued  much  in  the  same  condition,  the  least 
movement  causing  a  fit  of  coughing,  so  that  I  did  not  attempt 
to  make  any  physical  examination. 

May  27. — She  was  decidedly  better,  and  had  slept  for  two 
hours  after  fifteen  grains  of  antipyi-in.  She  complained  of 
pain  under  left  clavicle,  and  also  under  left  short  ribs ;  pulse 
was  120,  temp,  was  101°.  She  was  afraid  to  move.  There 
was  great  emaciation,  the  right  side  of  the  chest  rose  and 
fell  freely  and  forcibly,  the  left  scarcely  moved  at  all.  On 
examining  the  right  lung  I  found  no  sign  of  disease,  and  as 
for  the  left,  neither  auscultation  nor  percussion  aii'orded  any 

*  Sequel  to  Mi*.  Knowsley  Tbonitou's  case,  page  150. 
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evidence  of  its  existence.  I  had  no  opportunity  of  examining 
the  back^  and  was  not  allowed  even  to  look  at  the  abdomen,  as 
the  slightest  touch  of  her  own  hand  caused  acute  stabbing 
pain,  so  much  so  that  she  declared  it  gave  her  the  impression 
that  a  knife  or  pair  of  scissors  had  been  left  in  her  body. 
Here  I  may  remark  that  the  mammEe  had  completely  dis- 
appeared, and  that  her  cheeks,  upper  lip,  and  chin  were 
covered  with  soft  darkish  down,  such  as  you  see  on  a  lad  of 
eighteen  or  nineteen,  and  that  the  arms  and  forearms  were 
also  hairy.  Every  evening  she  had  a  return  of  fever  with 
aggravation  of  all  her  troubles,  ending  in  profuse  perspiration. 
On  June  12  double  quotidian  ague  supervened ;  she  knew  it 
well,  having  had  it  before.  Quinine  did  not  agree  with  her, 
so  I  gave  Warburg's  tincture,  and  in  three  days  she  was  free 
of  the  ague.  No  sooner  had  this  been  accomplished  than 
congestion  of  the  liver  occurred,  with  violent  vomiting  of  dai^k 
green  bile  with  thick  mucus.  Neither  medicine  nor  food  was 
kept  down  for  about  thirty  hours.  Comfort  was  derived  from 
the  use  of  ice  at  intervals,  and  enemata  of  beef -tea  and  brandy. 
I  learned  that  mercury  even  in  its  mildest  form  induced  an 
approach  to  syncope,  so  I  prescribed  small  doses  of  sulphate 
of  soda  with  fluid  magnesia  and  hydrocyanic  acid.  After  a 
few  doses  the  bowels  were  freely  moved ;  the  discharge  was 
like  pitch,  and  most  offensive.  She  gained  ground  during 
the  rest  of  month. 

July  2 . — Cough,  pain  in  right  side,  and  hectic  occurred.  She 
disliked  all  soups  and  stimulants,  and  was  therefore  ordered 
No.  2  koumiss  for  forty-eight  hours.  This  was  most  agree- 
able, as  it  gave  the  stomach  a  rest.  At  the  end  of  that  time 
white  fish,  light  pudding-  with  stewed  fruit  were  relished. 

July  7. — Is  gaining  strength  and  making  a  little  flesh,  left 
chest  remains  immoveable.  The  question  then  occurred  to 
me,  was  it  possible  that  a  branch  of  the  phrenic  nerve  had 
been  severed  during  the  removal  of  left  kidney,  leading  to 
paralysis  of  the  diaphragm?  I  wi^ote  to  Mr.  Knowsley  Thornton, 
and  asked  him  if  he  could  account  for  her  loss  of  respiratory 
function  in  left  side,  as  well  as  the  constant  dry  cough.  In 
answer  he  told  me  he  had  observed  the  w^ant  of  expansion  in 
the  left  chest,  but  could  not  account  for  it.  I  then  questioned 
Mrs.  B.  and  her  husband  about  the  condition  of  the  lungs 
before  the  operation.  Both  assured  me  that  she  had  never 
experienced  any  trouble  with  her  chest,  that  the  various  organs 
had  been  carefully  examined  immediately  before  the  operation, 
and  had  been  pronounced  perfectly  sound  in  all  respects. 
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July  9. — The  patient  was  so  much  stronger  that  she  was 
removed  to  a  couch. 

July  11. — She  went  out  of  doors  in  a  Bath  chair. 

July  14. — The  improvement  continued  in  spite  of  cough, 
pain  in  the  side,  and  fever  at  night.  She  was  able  to  walk  a 
little,  and  remained  out  on  the  "  Common  "  all  day. 

July  18. — At  1  A.M.,  after  a  severe  and  protracted  fit  of 
coughing,  she  felt  something  give  wayinthe  left  side,  her  mouth 
immediately  filled  with  pus,  and  its  taste  and  smell  gave  her 
a  great  shock.  I  was  with  her  within  four  minutes  of  the 
occurrence  ;  she  was  on  her  bed,  her  head  hanging  over  its 
side,  and  from  her  mouth  there  poured  a  continuous  flow  of 
the  most  offensive  purulent  matter  I  ever  met  with.  I  at  once 
assured  her  it  was  the  very  best  thing  that  could  have  happened, 
that  an  abscess  had  found  an  exit  through  her  left  lung,  and 
in  all  probability  would  lead  to  her  speedy  restoration  to 
health.  The  quantity  of  pus  discharged  was  11  oz.  At 
5  P.M.  she  was  much  calmer.  The  discharge  continued,  the 
pain  had  abated.  She  had  been  able  to  take  plenty  of  nourish- 
ment. 10  P.M.,  pulse  84,  temp.  99°.  The  quantity  of  pus 
discharged  since  2  p.m.  amounted  to  10  oz. 

July  19. — She  had  a  sleepless  night  for  fear  of  being  choked. 
Flatulence  was  complained  of,  and  the  wind  from  stomach 
having  the  taste  and  smell  of  the  discharge  from  the  lung,  one 
grain  of  permanganate  of  potash  in  capsule  was  ordered  every 
three  hours.  At  10  p.m.  she  had  passed  comfortable  day  with 
some  sleep.  The  discharge  was  less  offensive.  The  condition 
of  the  patient  remained  much  the  same  till  the  night  of  the  25th, 
when  she  fell  asleep  at  9  p.m.  and  never  awoke  till  the  follow- 
ing morning,  when  there  was  no  discharge,  slight  cough, 
a  little  pain  still,  pulse  and  temperature  normal.  From 
the  bursting  of  the  abscess  till  the  night  of  the  25th  the 
discharge  in  twenty-four  hours  never  measured  less  than 
20  oz.  ;  then  it  ceased  as  suddenly  as  it  commenced,  and  there 
has  been  none  since.  During  all  the  time  Mrs.  B.  was  under 
my  observation  the  single  kidney  did  the  work  of  two,  the 
secretion  being  not  only  healthy  but  most  copious.  On  re- 
moval of  its  fellow  the  external  wound  healed  kindly  enough, 
but  deep-seated  inflammation  must  have  set  in  early,  leading 
to  the  formation  of  pus;  then  followed  diaphragmatic  empyema, 
paralysis  of  muscle,  fixity  of  left  thorax,  adhesion  of  lung, 
and  so  the  abscess  woi'ked  its  way  until  it  found  vent  through 
the  bronchi. 

On  August  6  she  sailed  for  Nova  Scotia  from  Liverpool, 
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and  on  September  7  her  husband  wrote,  *'  Mrs.  B.  stood  the 
voyage  uncommonly  well  and  enjoyed  it  very  much ;  she  is 
able  to  drive  out  daily  without  fatigue.  She  has  no  cough 
and  no  expectoration,  although  she  suffers  occasional  pain  in 
the  left  lung." 

November  23  she  wrote,  "  I  have  improved  by  leaps 
and  bounds,  and  have  gained  2  st.  in  weight,  and  am  able  to 
walk  or  drive  any  distance.  I  am  much  like  my  old  self,  and 
have  all  the  external  appearances  of  other  women.  You  have 
seen  me  in  the  most  desperate  straits,  and  may  now  think  of 
me  as  cured." 
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XXVII. — Obscure  case  of  Acute  Abdominal  Obstruction 
in  a  boy  set.  10  ;  laparotomy :  removal  of  the 
siifpvrating  appendix  vermiformis :  recovery.  By 
Herbert  W.  Allingham.     Read  March  28,  1890. 

HOWARD  J.,  aet.  10,  was  admitted  into  the  Great  Northern 
Hospital  on  January  1,  1890,  with  symptoms  of  acute 
abdominal  trouble. 

The  history  of  the  case  was  as  follows.  The  patient,  a 
healthy,  well-nourished  lad,  fell  ill  while  at  school,  about 
September  4,  1889.  Dr.  Mason,  of  Maidenhead,  attended  him, 
and  pronounced  him  to  be  suffering  from  typhoid  fever.  He 
apparently  quite  recovered  from  this,  and  came  home  about 
the  third  week  in  October.  He  afterwards  returned  to  school 
for  the  remainder  of  the  term,  and  was  quite  well  when  he 
came  home  for  the  Christmas  vacation. 

On  December  30,  while  playing  with  some  other  boys,  he 
fell  out  of  a  go-cart  and  complained  of  pain  in  the  stomach. 
However,  he  was  able  to  go  to  a  neighbouring  pond  and  slide 
there.  But  he  was  then  seized  with  sickness,  and  obliged  to 
go  home.  He  complained  of  severe  pain  in  the  bottom  of  the 
stomach.  Dr.  Rout,  of  Hornsey,  was  sent  for,  and  prescribed 
for  the  boy.  On  January  1,  two  days  from  the  first  attack. 
Dr.  Rout  kindly  called  me  in  to  consult  with  him,  and  after  a 
careful  consideration  of  the  symptoms  we  agreed  that  if  any 
good  was  to  be  done  he  must  be  immediately  operated  on, 
he  was  therefore  removed  for  that  purpose  to  the  Great 
Northern  Hospital. 

He  was  then  in  the  following  condition  :  he  lay  in  bed  on 
his  back  with  his  legs  drawn  up  ;  his  face  was  pinched,  his 
expression  anxious,  the  tongue  dry  and  red,  and  the  pulse 
rapid  and  hard.  The  abdomen  was  generally  swollen,  and 
there  was  possible  fulness  in  the  middle  line.  It  was  extremely 
tender  to  the  touch  a,nd  slightly  tympanitic.  Per  rectum 
there  was  nothing  to  be  felt.  The  bowels  had  acted  once 
soon  after  the  accident  on  December  30,  but  not  since.  He 
had  vomited  five  times,  but  the  matter  was  never  stercoraceous. 
No  flatus  had  been  passed.  The  urine  was  normal  in  quantity 
and  character.  When  I  saw  him  the  temperature  was  102°, 
but  had  previously  been  between  102°  and  103°. 
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The  boy  was  evidently  very  ill^  and  had  marked  symptoms 
of  acute  abdominal  trouble^  presumably  traceable  to  the  fall 
out  of  the  go-cart.  It  was  thought  that  there  might  be  a 
twist  of  the  gut^  or  an  intussusception. 

On  arrival  at  the  hospital  chloroform  was  at  once  given,  and 
the  abdomen  thoroughly  washed  over  with  carbolic  lotion,  1 
in  30.  Under  the  influence  of  chloroform  the  abdominal 
muscles  were  relaxed,  but  nothing  abnormal  could  be  felt. 

I  then  made  an  incision  in  the  linea  alba  below  the  um- 
bilicus for  about  2^  inches;  all  the  bleeding  points  were 
clipped,  and  the  peritoneum  was  opened  to  the  extent  of  the 
wound.  I  inserted  two  fingers  into  the  abdominal  cavity  and 
explored  its  contents  ;  I  found  nothing  wrong  with  the  small 
intestine,  and  examined  the  right  iliac  fossa.  I  now  came 
upon  a  distinct  hardish  mass,  which  felt  quite  abnormal ;  this 
was  very  gently  and  with  some  difficulty  pulled  towards  the 
opening  made  by  the  incision.  On  being  drawn  forward  it 
appeared  to  be  large  intestine  covered  with  lymph.  Since 
there  was  not  sufficient  room  to  bring  the  mass  out,  the  in- 
cision was  enlarged  up  to  the  umbilicus,  and  the  mass  drawn 
out  of  the  abdomen. 

It  was  discovered  to  be  the  csecum,  together  with  the 
appendix  vermiformis,  the  latter  of  which  was  about  6  inches 
long,  very  distended,  and  adherent  by  its  apex  to  the  caecum, 
which  was  very  inflamed,  red,  ragged,  and  covered  with 
recent  lymph.  While  the  appendix  was  being  examined  it 
burst,  and  a  quantity  of  foetid  pus  came  out,  but  precautions 
had  previously  been  taken  which  prevented  its  finding  its 
way  into  the  general  abdominal  cavity.  The  appendix  was 
carefully  separated  from  its  adhesion  to  the  cascum,  and  was 
tied  low  down  towards  the  csecum  with  fine  silk  twist,  and  then 
cut  off ;  the  remaining  portion  of  the  stump  was  sewn  with 
Lembert's  sutures  so  as  to  bring  the  peritoneal  edges  into 
apposition.  The  surrounding  lymph  was  gently  wiped  off ; 
and  the  stump,  after  being  bathed  in  carbolic  (1  in  20)  was 
returned,  together  with  the  inflamed  gut,  into  the  abdominal 
cavity. 

The  incision  was  now  completely  closed  with  silkworm  gut ; 
no  drainage-tube  was  used,  nor  was  the  peritoneal  cavity 
washed  out. 

I  now  saw  that  the  appendix  contained  a  small,  hard, 
laminated  faecal  concretion,  which  was  about  the  size  of  a 
cherry-stone. 

Previously  to  the  operation  all  the  instruments  and  sponges 
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Lad  been  soaked  in  carbolic,  1  in  20,  and  antiseptic  dressing 
was  used  for  the  wound.  The  boy  stood  the  operation  well, 
but  was  once  sick  after  it ;  he  had  a  good  night  after  a  dose 
of  opium.     His  temperature  that  evening  fell  to  normal. 

January  3, 1890. — The  wound  was  dressed  and  looked  well. 
There  was  no  abdominal  pain  or  discomfort.  Temperature 
normal,  tongue  moist,  pulse  90.  He  felt  very  hungry.  The 
bowels  had  not  yet  acted. 

January  7. — The  wound  was  redressed  and  looked  quite 
healthy.  Temp.  99'4° ;  the  abdomen  was  soft  and  free  from 
tenderness.  The  patient  slept  well  without  a  draught.  A 
single  enema  failed  to  act. 

January  8. — Another  enema  and  three  drachms  of  ol.  ricini 
produced  the  desired  effect.  Temp.  99.  The  abdomen  was 
soft  and  healthy.     Two  stitches  were  removed. 

January  9. — Temperature  in  morning  100*6°,  in  evening 
101"2°.  Some  pus  collected  in  the  track  of  the  wound.  All 
the  stitches  were  removed  and  the  pus  let  out.  The  wound, 
which  had  united  entirely  for  its  upper  three  fourths,  was 
strapped.  Fluid  diet  was  continued.  There  was  no  ab- 
dominal pain. 

Januaiy  11. — On  the  previous  day  temperature  rose  to  102°, 
and  was  maintained  at  that  height.  The  discharge  of  pus 
ceased.  There  was  a  little  hardness  and  tenderness  in  the 
right  iliac  fossa.  The  boy  seemed  well  and  slept  well.  As 
the  bowels  had  not  acted  since  the  9th  he  was  given  a  simple 
enema. 

January  12. — Temperature  was  gradually  and  steadily 
falling,  and  the  hardness  and  tenderness  in  the  right  iliac 
fossa  was  disappearing. 

January  14. — The  wound  was  quite  healed,  and  the  boy 
was  apparently  quite  well.  Temperature  normal ;  the  bowels 
were  regular.  The  abdomen  was  quite  natural,  soft  and  free 
from  tenderness.  He  was  now  ordered  solid  food,  and  was 
allowed  to  get  up  on  the  17th. 

On  the  22nd  he  was  discharged  in  excellent  health,  and 
was  sent  to  an  instrument  maker  to  procure  an  abdominal  belt. 

This  case  is,  I  think,  worthy  of  record  as  an  interesting 
addition  to  the  list  of  successful  cases  of  exploratory  laparo- 
tomy, performed  for  the  relief  of  obscure  but  urgent  obstruc- 
tive abdominal  symptoms. 

Its  history  seemed  to  point  to  some  internal  twist, 
intussusception,  or  perforation,  the  result  of  the  supposed 
recent  typhoid.     It  will  be  seen  that  the  boy  was  apparently 
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perfectly  well  until  his  fall  on  December  30,  when  he  com- 
plained of  "  something  tearing  away  inside,"  and  of  violent 
pain  in  the  stomach.  This  was  followed  by  vomiting  and 
constipation  ;  there  was  no  sign  of  any  external  hernia. 

As  the  external  means  of  diagnosis  were  so  very  uncertain, 
median  laparotomy  offered  the  best  chance  of  saving  the 
patient's  life. 

The  whole  abdomen  was  intensely  tender  and  swollen,  but 
no  separate  swelling  could  be  localised  anywhere.  Had  it 
been  certain  that  the  mischief  was  caused  by  the  appendix,  it 
would  have  been  far  easier  to  make  an  incision  in  the  right 
linea  semilunaris. 

The  success  was  undoubtedly  due  to  early  operation.  Had 
that  been  longer  delayed,  the  appendix,  which  was  already 
greatly  distended,  must  have  burst  aad  pus  been  extravasated 
into  the  general  peritoneal  cavity,  there  being  no  tendency 
to  the  formation  of  an  encysted  peritonitis. 

The  vomiting,  increasing  distension  of  the  abdomen,  the 
rise  of  temperature,  and  the  constipation,  all  pointed  to  aggra- 
vated abdominal  trouble,  and  called  for  an  exploratory  laparo- 
tomy as  soon  as  possible. 

Cases  of  this  kind,  some  successful,  some  the  reverse,  have 
been  published  by  Mr.  Treves,  Sir  Dyce  Duckworth,  Dr.  Ball 
of  New  York,  and  others,  and  they  have  shown  that  it  is  the 
appendix,  not  rarely  the  caecum,  that  is  the  cause  of  the  mis- 
chief. Fitz  has  stated  that  more  than  three  fifths  of  all  cases 
of  perforated  appendices  are  due  to  concretions  of  foreign 
bodies  lodged  in  its  canal. 

I  must  express  my  thanks  to  the  sister  for  her  skill  in 
nursing  the  case,  and  to  Mr.  Santi,  the  house  surgeon,  for 
his  assiduity  during  the  operation,  and  for  the  excellent  notes 
he  has  taken. 
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XXVIII. — So7ne  cases  shoiuing  Hereditary  Enlargement 
of  the  Spleen.  By  Claude  Wilson,  M.D.  Bead 
March  28,  1890. 

rpHE  genealogical  chart  accompanying  the  present  paper 
X  shows  a  condition  in  which  an  enlarged  spleen,  accom- 
panied by  a  sallow  or  subicteric  complexion,  appears  as  an  here- 
ditary condition.  In  some  of  the  cases  the  liver  is  also  enlarged. 
So  far  as  I  can  ascertain,  no  cases  of  a  similar  nature  have 
been  hitherto  recorded. 

The  family  have  been  patients  of  my  partner.  Dr.  Johnson, 
since  their  coming  to  reside  in  Tunbridge  Wells  in  1880,  and 
during  the  last  three  years  I  have  had  frequent  opportunities 
of  seeing  most  members  in  a  professional  capacity.  Mrs.  A.  P. 
and  her  two  eldest  children  were  seen  by  Sir  William  Gull  in 
about  1858  :  she  was  seen  also  in  1887  by  Dr.  Ord.  All  the 
rest  who  show  enlarged  spleens  have  been  examined  by  Dr. 
Barlow,  with  the  exception  of  Mrs.  T.,  who  along  with  her 
children  has  been  seen  by  Dr.  Playfair. 

To  avoid  repetition  hereafter,  I  may  here  state  that  the 
whole  family  have  always  been  in  extremely  comfortable  cir- 
cumstances. There  is  little  or  nothing  to  suggest  that  a  spe- 
cific element  enters  into  any  of  the  cases,  and  I  believe  it  to 
be  wholly  absent  from  all.  Though  some  of  the  children  (third 
generation)  show  slight  evidences  of  rachitis,  I  do  not  believe 
that  this  has  auythiug  to  do  with  the  condition  of  their  spleens, 
and  Dr.  Barlow  allows  me  to  state  that  he  fully  endorses  this 
opinion. 

A.  P.,  born  1823,  married  1850,  a  short  stout  man  of 
florid  complexion,  was  considered  very  delicate  when  a 
youth.  Enjoyed  very  good  health  from  the  time  of  his  mar- 
riage to  that  of  his  wife's  death  in  March,  1888.  Was  very 
deeply  affected  by  this  event,  and  within  a  few  weeks  deve- 
loped saccharine  diabetes,  from  a  non-progressive  form  of 
which  he  now  suffers.  Has  always  been  more  or  less  deaf, 
and  I  am  told  that  his  deafness  was  pronounced  by  Toynbee 
to  be  nervous. 

Mrs.  A.  P.,  born  1825,  married  1850,died  1888.    Her  family 
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history  is  negative,  with  the  exception  of  the  fact  that  liver 
disorders  appear  to  have  been  common.  Her  father  lived  to  be 
88.  Her  motherdiedfromsomelivertrouble  and  dropsy,  aged 48. 
She  had  two  sisters  and  one  brother.  The  youngest  sister^ 
ten  years  her  junior,  died  after  childbirth,  owing  it  is  said  to 
some  mismanagemeut.  The  other  sister  had  delicate  lungs, 
and  died  at  St.  Moritz  in  1879.  The  brother  suffered  from 
his  liver,  and  died  in  1876.  These  are  all  the  facts  I  have 
been  able  to  glean,  but  the  family  state  that  neither  of  her 
parents  nor  grandparents,  nor  any  of  her  brothers,  sisters, 
uncles,  aunts,  nephews,  or  nieces,  had  sallow  complexions. 

She  was  brought  up  mainly  in  Brixton  and  Kensington, 
was  a  very  healthy  girl,  and  is  said  to  liave  had  an  unusually 
beautiful  and  fresh  complexion.  Since  her  marriage  she  has 
lived  first  in  London,  and  subsequently  at  Wimbledon,  Torquay, 
and  Tuubridge  Wells.  In  1851,  shortly  before  the  birth  of 
her  first  child,  she  had  an  attack  of  jaundice,  the  nature  of 
which  I  have  been  unable  further  to  ascertain.  Since  then 
she  has  been  always  more  or  less  sallow. 

In  1858,  or  thereabouts,  she  evidently  had  an  enlarged 
spleen,  as  she  and  her  two  eldest  children  were  then  seen  by 
Sir  William  Gull,  who  said  that  all  three  had  ague-cake.  Sir 
William  thought  that  they  must  all  have  become  infected  with 
malaria  somewhere,  possibly  at  Worthing,  where  about  this 
time  they  frequently  spent  some  months.  In  view  of  the 
subsequent  family  history,  Ave  may  fairly  doubt  whether  Sir 
William  was  right  in  regarding  the  trio  as  three  primary 
cases. 

Mrs.  P.  had  seven  children  born  between  1851  and  1866, 
six  of  whom  are  now  living.  One  died  of  croup,  aged  two 
years  and  nine  months. 

Her  general  health  was  good  until  1884,  when  she  began 
to  fail,  and  became  gradually  weaker  and  weaker.  Her  spleen 
could  then  be  felt  projecting  fully  three  inches  below  the  ribs, 
and  the  liver  was  slightly  enlarged,  firm  and  even.  She  was 
somewhat  anaemic,  and  had  a  decided  though  slight  icteric 
tinge  of  skin  and  conjunctivae. 

In  the  autumn  of  1887  Dr.  Ord  came  to  see  her,  but  could 
discover  nothing  further.  Her  blood  was  examined  by  Dr. 
Ord  and  by  myself.  There  was  no  excess  of  leucocytes  and 
no  pigment  granules,  and  in  shape,  size,  and  behaviour  the 
red  and  white  corpuscles  were  normal.  The  urine  was  of  low 
specific  gravity  but  otherwise  healthy  (t;.  g.  Dec.  8,  1887, 
clear  amber,  acid,  sp.  gr.  1012,  no  deposit  or  mucous  cloud, 
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no  albumen).  The  uterine  system  presented  no  abnormal 
symptoms.  The  temperature  did  not  rise  above  normal  till  a 
few  weeks  before  death. 

She  died  in  March,  1888,  after  a  very  gradual  and  steady 
failure  of  vitality.  Uufortimately  no  necropsy  was  made,  but 
we  believed  some  malignant  condition,  which  we  were  unable 
to  discover,  to  be  present.  It  is  of  course  possible  that  the 
constitutional  condition  involving  the  spleen  was  a  direct 
factor  in  causing  her  decline,  though  the  fact  of  splenic  en- 
largement having  existed  for  thirty  years  without  serious  sym- 
ptoms seems  rather  to  negative  the  idea. 

Fig.  4.     (Mrs.  T.) 


Mrs.  T.,  born  1857,  married  her  first  cousin  on  mother's 
side,  1887.  Became  sallow  when  five  or  six  years  old.  Was 
seen  by  Sir  William  Gull  when  about  seven,  and  undoubtedly 
then  had  an  enlarged  spleen.     Her  general  health  has  always 
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been  good,  and  her  temperament  is  easy-going  and  happy.  In 
1882  had  an  illness,  said  to  be  mild  typhoid.  In  1884,  whilst 
visiting  in  Portland  Place,  London,  had  an  attack  of  fever 
with  painful  ulcers  on  the  lips,  attributed  to  bad  water.  There 
was  no  sore  throat. 

Since  1871  has  been  occasionally  attacked  by  "spasms" 
of  pain  in  epigastrium  and  behind  lower  part  of  the  sternum, 
accompanied  by  decided  jaundice,  by  chilliness  but  not  shiver- 

FiG.  5.     (Mrs.  T.'s  son,  vide  p.  166). 


ing,  and  almost  always  by  vomiting  which  usually  recurs  once 
or  twice.  She  is  sometimes  free  from  these  attacks  for  more 
than  a  year;  at  other  times  three  or  four  follow  one  another 
at  short  intervals.  She  knows  of  nothing  which  brings  on  the 
attacks,  which  last  for  a  few  honrs  nnd  yield  to  chlorodyne.  On 
one  occasion  she  pnssod  a  gall-st()ne,'the  pain  then 'being  in 
the  abdomen  generally,  apparently  resembling  ordinary  colic. 
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In  view  of  this  stone  having  passed,  of  the  pain  yielding  to 
opium,  and  of  the  accompanying  jaundice,  chilliness,  and 
vomiting,  it  would  seem  probable  that  the  attacks  are  due  to 
the  passage  of  small  biliary  concretions,  though  they  have 
usually  been  attributed  to  gastric  disturbance. 

Mrs.  T.  is  rather  stout ;  her  complexion  is  always  somewhat 
sallow,  and  her  eyes  seldom  free  from  at  least  a  suspicion  of 
icterus.  At  times  even  when  well  there  is  marked  jaundice. 
Her  liver  is.  Dr.  Johnson  tells  me,  somewhat  enlarged.  The 
spleen  is  very  large.  In  the  accompanying  diagram  (Fig.  4) 
the  organ  has  been  filled  in  by  herself.  There  are  no  symptoms 
pointing  to  any  other  organs  being  deranged.  She  says  she 
easily  gets  feverish,  but  is  not  known  to  have  any  definite 
^ebrile  attacks. 

Her  husband  is  quite  healthy. 

She  has  four  children,  of  whom  the  eldest  and  youngest, 
ooth  girls,  have  clear  complexions  and  no  enlargement  of  the 
spleen.  Their  health  is  good.  The  two  boys  have  both,  since 
three  months  old,  had  sallow  complexions,  and  both  have 
spleens  which  now  project  2^  inches  beyond  the  costal  margin, 
a  single  well-marked  notch  being  felt  in  each  (Fig.  5).  Both 
children  are  very  susceptible  to  cold,  and  easily  get  chilled 
and  feverish.  A  cold  bath  has,  whenever  it  has  been  tried, 
disagreed  with  them,  and  turned  them,  to  use  their  mother's 
expression,  ''the  colour  of  a  daffodil."  The  general  health 
of  both  has  been  better,  their  mother  thinks,  since  they  have 
been  taking  arsenic.     Neither  has  enlargement  of  the  liver. 

Since  the  birth  of  her  youngest  child,  Mrs.  T.  has  had  two 
miscarriages  and  a  still-born  child.  There  were  no  previous 
miscarriages. 

None  of  this  family  are  deaf. 

A.  P.,  jun.,  born  1854,  in  London,  married  1880.  Lived 
in  London  till  five  years  old,  and  then  at  Wimbledon  till 
eleven.  During  these  years  frequently  visited  Worthing  for 
seaside  change.  When  between  three  and  five  years  old  was 
seen  and  said  to  have  ague-cake  by  Sir  William  Gull.  He  was 
a  dark  baby,  and  became  sallow  when  about  three  years  old. 
When  eight  or  nine  years  old  became  somewhat  deaf,  and  has 
continued  to  be  so  ever  since.  From  1865  to  1870  lived  at 
Teddington,  close  to  river. 

In  1870  went  to  be  under  a  tutor  at  Budleigh  Salterton  in 
South  Devon,  his  vacations  being  spent  at  Torquay,  where  the 
family  then  resided.  In  1870  or  1871  his  complexion  was 
noted  as   "semi-olive."     He   remained  four  years  in  South, 
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Devon,  in  the  earlier  part  of  which  period  he  had  an  illness 
which  was  called  "  gastric  fever/'  and  which  was  attributed 
to  a  chill  caught  while  duck-shooting  in  marshy  ground. 
After  this  illness  he  was  for  some  years  subject  to  fainting 
fits  and  epistaxis.  In  1874  he  went  to  Oxford  with  the  inten- 
tion of  entering  the  Church,  an  idea  which  had  to  be  abandoned 
on  account  of  his  health,  which  was  never  good  during  the 
three  years  he  spent  at  Oxford,  epistaxis  and  fainting  being 
frequent  both  there  and  at  Torquay,  where  he  spent  the  vaca- 
tions. In  1878  went  to  Scotland,  and  was  there  off  and  on 
for  about  twelve  out  of  the  ensuing  eighteen  months.  During 
this  period  his  health  was  better,  and  he  had  only  three  faint- 
ing fits  and  no  epistaxis. 

He  was  married  in  1880,  and  has  since  lived  in  Tunbridge 
Wells.  Since  this  date  his  health  has  on  the  whole  been 
better.  He  has  suffered  from  indigestion  and  bilious  attacks 
with  some  jaundice,  and  he  easily  catches  cold.  Towards  the 
end  of  1888  attacks  of  a  more  serious  nature  manifested 
themselves,  and  from  June,  1889,  to  the  middle  of  October 
occurred  at  intervals  of  about  a  fortnight.  Each  attack  begins 
with  a  feeling  of  chilliness,  slight  shivering,  and  general  un- 
easiness, soon  followed  by  great  pain  in  the  muscles  of  the 
limbs  and  thorax,  greatly  aggravated  by  movement.  At  no 
stage  is  there  any  sensation  of  great  heat.  There  is  decided 
icterus,  the  pulse  is  rapid,  and  the  temperatui'e  101°  or  102° 
F. ;  the  skin  is  moist  but  seldom  profusely  perspiring,  and  the 
tongue  is  usually  clean.  The  spleen,  always  large,  becomes 
somewhat  increased  in  bulk,  and  very  tender.  The  same  ob- 
servation applies  to  the  liver,  but  here  the  tenderness  is  not 
so  marked.  The  urine  becomes  bile-stained  and  loaded  with 
urates,  and  the  motions  are  somewhat  but  not  extremely  pale. 
The  attack  lasts  from  three  to  five  days,  and  gradually  subsides. 
Between  the  attacks  he  feels  pretty  well,  though  he  fi'equently 
has  some  aching  in  left  side,  and  he  is  of  a  bright  and  happy 
disposition.  The  temperature  has  never  been  systematically 
taken  for  any  long  period,  but  during  the  last  half  of  Sep- 
tember and  the  first  half  of  October,  1889,  it  seldom  fell  below 
99°  F.  (chart  annexed).  The  attacks  cannot  be  attributed 
to  any  cause,  though  chills,  indiscretions  of  diet,  and  excite- 
ment have  at  one  time  or  other  been  blamed.  As  to  the  treat- 
ment of  these  attacks,  quinine  has  been  given,  but  it  causes 
nausea  and  sickness,  and  seems  to  do  but  little  good.  Anti- 
pyrin  reduces  the  temperature  slightly,  eases  the  pain,  and 
gives  sleep.     In  one  attack  Warburg's  tincture  was  tried  with. 
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doubtful   efficacy.      Between   the   attacks   he   is   constantly 
taking  arsenic. 

General  condition  (October  9,  1889,  between  attacks). — A 
well-built  man  of  about  five  feet  six,  and  usually  weighing,  he 
says,  ten  stone  in  his  clothes.  Complexion  dark  and  sallow, 
with  subicteric  tint  of  conjunctivae.  Quick,  at  times  almost 
spasmodic  in  his  movements.  Sufficiently  deaf  on  both  sides 
to  catch  but  little  of  conversation  unless  the  voice  is  raised ; 

Fig.  6.     (Mr.  A.  P.,jun.) 


cannot  hear  a  watch  till  almost  touching  either  ear.  Muscles 
well  developed.  Dynamometer:  righthand,48K'^;  left,  37  K°. 
No  anaemia  or  anasarca.  Heart  and  lungs  healthy.  Liver, 
upper  border  at  fourth  interspace  ;  lower  projects  slightly 
more  than  an  inch  below  the  margin  of  the  ribs.  Smooth  and 
firm,  but  not  hard,  and  no  irregularities  or  nodules.  Spleen 
projects  three  inches  beyond  costal  border.     Two  notches  well 
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marked.  The  general  consistence  is  firm,  and  between  the 
two  notches  is  a  rather  harder  nodule.  Kidneys  are  healthy. 
There  is  never  any  albumen  nor  sugar  in  the  urine,  and  the 
only  abnormalities  it  ever  presents  are  the  bile  and  urates 
which  appear  during  the  attacks.  Ears  :  drums  normal ; 
tuning-fork  heard  longer  through  the  meatus  than  through  the 
cranial  bones.  Blood  :  red  corpuscles  normal  in  form,  colour, 
and  size ;  white  corpuscles  in  due,  but  not  excessive,  propor- 
tion ;  characters  normal.     No  pigment  granules. 

Note  (November  18,  1889). — Went  to  Eastbourne  about  a 
month  ago,  and  is  still  there.  Has  been  quite  well  and  tempe- 
rature normal  ever  since  he  went. 

Note  (March  21,  1890). — Has  had  several  attacks  during 
the  winter.  Opium  appears  to  be  the  most  useful  drug  in 
treating  them.  Frequently  feels  aching  in  left  side  between 
attacks.     Temperature  between  attacks  normal. 

As  to  his  family,  his  wife  is  quite  healthy,  and  he  has  four 
children,  two  girls  and  two  boys.  The  eldest  girl  has  a  de- 
cidedly sallow  complexion,  and  that  of  her  sister  tends  towards 
sallowness.  Only  the  eldest  shows  an  enlarged  spleen,  which 
projects  for  two  inches  beyond  the  ribs.  Her  complexion 
first  became  sallow  when  three  years  old  :  the  spleen  was  not 
searched  for  till  the  pi-esent  year  (1889).  She  looks  frail,  but 
her  mother  states  that  she  does  not  seem  more  delicate  than 
the  other  children,  who,  though  not  exceedingly  strong,  may 
be  said  to  be  quite  healthy.  None  of  the  children  are  deaf. 
One  child  died  while  teething  when  nearly  a  year  old. 

We  may  dispose  of  the  rest  of  the  family  shortly. 

E.  (female),  born  1857.  Has  been  deaf  (nervous  deafness 
flus  Eustachian  obstruction — Toynhee)  since  she  was  about  four 
years  old.  Has  always  been  very  nervous.  Has  become  de- 
cidedly sallow  during  the  last  few  years.  The  spleen  I  feel 
sure  is  not  palpable,  as  she  is  said  to  be  constantly  feeling  for 
it :  I  have  had  no  opportunity  of  percussing.  She  once  had 
an  attack  of  jaundice  following  a  chill. 

H.  (male),  born  1860,  married  two  years  ago,  and  has  one 
child.  Has,  I  believe,  some  heart  lesion.  Slightly  deaf.  Is 
said  to  have  had  a  severe  gastric  attack  from  seaweed  smells 
at  Worthing  when  five  years  old. 

L.  (born  1864)  and  J.  (born  1866)  are  both  well-nourished, 
healthy  girls. 

Remarhs. — 1.  In  the  foregoing  series  of  cases,  those 
showing  enlargement  of  the  spleen  and  known  to  be  hereditary 
have  descended  from  father  to  daughter,  and  from  mother  to 
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sons.  If  we  are  to  look  upon  Mrs.  T.  and  A.  P.,  jun.,  as 
being  hereditary  cases,  the  peculiarity  has  descended  from  a 
mother  to  both  sexes.      (Vide  genealogical  chart.) 

2.  It  is  at  least  curious  that  of  the  six  cases  of  enlarged 
spleen,  three  being  males  and  three  females,  it  has  hitherto 
been  the  males  only  who  have  suffered  from  symptoms  ob- 
viously connected  with  the  peculiar  constitutional  condition 
involving  the  spleen. 

8.  As  to  the  nature  of  the  morbid  condition  present,  I  must 
confess  to  being  quite  in  the  dark.  Many  points  suggest 
malaria,  though  in  no  case  have  we  attacks  typical  of  that 
condition.  To  suppose  the  existence  of  an  inherited  predis- 
position to  miasmatic  influences  does  not  seem  to  account  for 
the  cases ;  and  as  all  known  forms  of  splenic  enlargement  may 
be,  with  the  exception  of  malarial,  excluded,  we  seem  thrown 
back  upon  regarding  the  condition  as  either  a  true  hereditary 
malarial  taint,  or  else  as  being  something  of  a  wholly  differ- 
ent nature,  of  which  we  at  present  know  nothing.  While 
confessing  my  inability  to  form  any  definite  opinion  upon 
these  alternatives,  I  may  perhaps  say  that  the  more  I  see  and 
think  of  these  cases,  the  less  do  they  remind  me  of  malaria. 

It  will  be  noticed  that  several  of  the  patients  are  deaf,  the 
tendency  to  deafness  being  apparently  inherited  from  the 
father.  Similarly  the  tendency  to  splenic  enlargement  appears 
to  have  descended  from  the  mother.  These  facts  have  led  me 
sometimes  to  wonder  if  there  may  not,  in  some  families  more 
notably  than  in  others,  be  a  tendency  to  the  perpetuation  of 
variations  in  the  form  and  size  of  organs,  and  of  other  consti- 
tutional peculiarities.  Granted  an  extreme  tendency  in  this 
direction,  we  are  perhaps  brought  a  step,  but  only  a  step, 
nearer  the  solution  of  the  problem. 

4.  On  the  past  treatment  of  these  cases  I  can  look  back 
with  but  little  satisfaction.  The  treatment  adopted  for  the 
attacks  to  which  A.  P.,  jun.  is  subject  has  been  alluded  to. 
As  to  treatment  of  the  constitutional  peculiarity,  all  of  the 
patients  live  on  simple  aiid  Avholesome  food,  take  special  pre- 
cautions against  exposing  themselves  to  chills,  nlways  wear 
woollen  garments  next  to  the  skin,  and  all  are  taking  arsenic 
regularly.  My  opinion  is  that  arsenic  has  been  of  service  in 
raising  the  standard  of  health  in  some  cases;  in  others  it 
appears  to  have  had  but  little  effect,  and  in  no  case  has  it 
reduced  the  size  of  the  spleen. 
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XXIX. — A  case  of  Hydatid  Cyst  of  the  Liver:  serious 
displacement  of  viscera  :  operation :  death.  By  R. 
Lawford  Knaggs.     Bead  April  11,  1890. 

HANNAH  S.,  vet.  36,  who  was  sent  to  see  my  father  by  Dr. 
Carter,  of  Raistrick,  came  under  his  care  in  the  Hudders- 
field  Infirmary.  Two  years  ago  she  first  noticed  a  lump  in 
the  stomachj  which  had  gradually  increased.  It  had  caused 
her  no  inconvenience  except  shortness  of  breath  on  exertion. 
She  had  had  two  severe  attacks  of  obstructive  jaundice. 
There  were  numerous  and  large  varicose  veins  upon  both  legs, 
which  began  to  appear  about  six  years  ago.  The  legs  swelled 
after  walking,  but  they  had  not  been  worse  since  the  lump 
became  more  prominent.  She  suffered  neither  from  cough 
nor  from  palpitations. 

There  was  a  large,  tense,  globular  swelling  presenting  at  the 
epigastrium,  and  raising  that  part  with  the  lower  portion  of 
the  ensiform  cartilage  into  a  rounded  eminence,  thus  giving 
the  patient  a  peculiar  appearance.  The  whole  thorax  was 
pushed  up,  making  her  look  short-necked  and  high-chested. 
The  swelling  contained  fluid,  and  a  thrill  could  be  felt  from 
the  epigastrium  to  the  lower  ribs  on  each  side  behind,  and 
into  each  loin,  but  more  readily  on  the  right  side. 

The  liver  dulness  extended  in  front  from  the  level  of  the 
third  costal  cartilage  to  the  right  anterior  superior  iliac  spine. 
The  upper  limit  of  dulness  was  horizontal  until  it  blended  with 
the  cardiac  dulness  over  the  left  apex,  but  below,  the  line  ex- 
tended obliquely  from  the  anterior  superior  spine  upwards 
and  across  the  abdomen  to  the  left  costal  margin. 

A  notch  was  felt  in  the  liver  at  the  umbilicus,  and  on  the 
right  side  of  this  notch  a  thick  rounded  liver  edge  could  be 
traced  till  it  disappeared  behind  the  iliac  crest,  close  to  the 
anterior  superior  spine.  On  the  left  side  the  rounded  under- 
surface  of  a  cystic  tumour,  as  large  as  an  ordinary  gas  globe, 
could  easily  be  felt.  The  liver  moved  slightly  with  respira- 
tion. 

The  cardiac  dulness  occupied  the  first  and  second  costal 
spaces  on  the  left  side,  and  blended  below  with  the  liver  dul- 
ness ;  there  was  visible  pulsation  over  this  area,  and  there  was 
a  distinct  impact  from  the  closure  of  some  of  the  valves.     The 
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apex  was  situated  betweeu  the  fourth  and  fifth  ribs  in  the 
axilla. 

Respiration,  compensatory  in  character,  could  only  be  heard 
at  the  extreme  apex  on  the  left  side,  and  in  a  triangular 
space  below  the  breast,  where  the  dulness  was  not  so  com- 
plete ;  behind  there  was  harsh  crackling  down  to  the  base  on 
inspiration,  and  sucking  in  of  the  intercostal  spaces. 

On  the  right  side  respiration  could  be  heard  as  low  as  the 
third  rib  in  front,  and  to  the  base  behind,  but  at  the  extreme 
base  the  entry  was  deficient.  There  was  dulness  on  both 
sides  behind  over  the  lowest  three  ribs. 

On  the  right  side  of  the  chest  were  some  dilated  veins, 
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but  these  were  not  prolonged  over  the  abdomen.     There  was 
slight  jaundice,  and  the  body  was  covered  with  scratch  marks. 
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The  urine  :   sp.   gr.   1030 ;   no  albumen ;    loaded  with   phos- 
phates. 

The  diagnosis  was  hydatid  cyst  of  the  liver,  and  it  was 
thought  that  the  remarkable  displacement  of  the  heart  had 
been  caused  by  the  growth  of  the  cyst  subsequent  to  the 
formation  of  adhesions  between  it  and  the  parietes. 

The  existence  of  these  adhesions  made  it  doubtful  whether, 
when  the  cyst  was  emptied,  the  viscera  would  return  to  their 
natural  place,  or  remain  as  they  were.  In  either  case  danger  was 
to  be  apprehended  :  if  the  viscera  resumed  their  natural  posi- 
tions, from  the  sudden  alteration  in  the  relations  of  the  heart  and 
great  vessels ;  if  they  were  unable  to  fall  back,  from  some  in- 
terference with  the  circulation  due  to  a  twist  or  kink  in  the 
great  vessels,  which  the  collapse  of  the  cyst,  on  which  the 
heart  rested,  was  likely  to  produce. 

The  following  treatment  was  adopted  : 

On  April  26,  1889,  the  cyst  was  tapped  in  the  median  line 
with  a  small  trocar,  and  47^  oz.  of  thin,  clear,  limpid  fluid 
were  drawn  off.  The  sp.  gr.  of  the  fluid  was  1008  ;  it  con- 
tained no  albumen,  and  no  hooklets  were  found.  The  heart's 
apex  did  not  alter  its  position.  Vomiting  began  half  an  hour 
after  the  tapping,  and  continued  for  eighteen  hours,  when  it 
ceased.  During  the  day  about  the  normal  quantity  of  urine 
was  passed,  and  the  evening  temperature  was  99'4°. 

On  the  morning  of  April  27  there  was  cedema  of  the 
eyelids  and  across  the  bridge  of  the  nose,  and  the  pulse  could 
barely  be  felt.  Temp.  100°.  Under  the  free  administration  of 
brandy  she  improved,  and  at  night  the  oedema  had  gone  ;  the 
pulse  was  130  and  vei*y  feeble,  and  the  temp.  100"8°. 

Only  5  oz.  of  urine  were  passed  during  the  twenty-four 
hours,  containing  a  considerable  quantity  of  albumen  and  bile 
pigment.  The  pupils  were  contracted  and  the  patient  was 
drowsy.  The  skin  was  at  first  hot  and  dry,  but  acted  freely 
after  a  vapour-bath. 

On  the  28th  the  pulse  was  112  and  the  temp.  101° ;  19  oz. 
of  urine,  containing  only  a  trace  of  albumen,  were  passed. 
Sp.  gr.  1020. 

On  the  29th  morning  temp,  was  98°,  evening  temp.  103°. 
Urine  increased  in  quantity. 

On  the  30th,  pulse  80,  temp.  99°.  Forty  ounces  of  urine 
were  passed,  and  there  was  no  albumen. 

On  May  5  she  was  going  on  well.  The  positions  of  the 
liver  and  heart  were  unaltered.  The  tumour  was  much 
smaller  and  less  tense,  and  the  right   superficial  epigastric 
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veins  were  slightly  enlarged.  From  this  date  the  cyst  gradu- 
ally refilled,  and  on  June  7  the  tumour  had  been  for  some 
time  as  large  as  before  the  tapping.  On  this  day  the  cyst 
was  transfixed  with  three  long  hare-lip  pins  passed  through 
the  abdominal  wall  and  marking  out  a  triangular  space.  The 
object  was  to  procure  adhesion  between  the  cyst  wall  and  the 
parietes,  and  the  method  is  highly  spoken  of  by  FitzGerald 
in  Heath's  Dictionary  of  Surgery.  The  insertion  of  the  pins 
was  found  to  be  exceedingly  difiicult,  on  account  of  their 
flexibility  and  the  firmness  of  the  abdominal  parietes,  and  led 
only  to  three  being  employed.  They  were  removed  in  eight 
hours,  but  a  smart  inflammatory  action  was  set  up  around 
them,  which,  however,  in  two  or  three  days  quite  subsided, 
aud  the  punctures  quickly  healed. 

On  June  14  the  cyst  was  tapped  with  a  medium- sized 
trocar  within  the  triangular  space,  and  29  oz.  of  fluid  allowed 
to  escape.  The  cannula  was  left  in  and  plugged  and  covered 
with  an  antiseptic  dressing.  The  fluid  was  very  different  from 
the  first  quantity  that  was  removed.  It  was  of  a  deep  yellow- 
green  colour,  evidently  due  to  bile,  with  a  sp.  gr.  of  1011. 

It  contained  masses  of  flocculent  yellow  lymph,  in  which 
were  to  be  found  booklets  and  numerous  scolices,  also  pieces 
of  cyst  wall,  which  under  the  microscope  showed  the  lami- 
nated structure. 

June  15. — The  dressing  was  saturated,  and  the  bed  wet 
with  the  fluid  that  had  escaped  by  the  side  of  the  cannula. 
Thirty-six  more  ounces  of  fluid  were  drawn  off,  and  then 
the  cyst  was  washed  out  with  boracic  lotion  by  means  of  a 
syphon.  A  quantity  of  flocculent  yellow  material  and  por- 
tions of  cyst-wall  were  removed.  This  was  repeated  at  night. 
So  far  the  general  condition  was  all  that  could  be  wished, 
and  there  was  no  sign  of  the  trouble  that  followed  after  the 
first  tapping. 

June  16. — The  washings  were  repeated.  In  the  evening 
there  was  vomiting,  and  the  temperature  rose  to  100°.  The 
rising  temperature,  vomiting,  and  general  febrile  symptoms 
seeming  to  threaten  the  commencement  of  a  septic  condition, 
and  the  frequent  obstruction  of  the  cannula  by  the  flocculent 
masses  preventing  the  satisfactory  washing  out  of  the  con- 
tents, were  the  reasons  which  led  to  the  decision  to  introduce 
under  anaesthesia  a  large  drainage-tube  into  the  cyst  to  facili- 
tate the  more  complete  evacuation  of  its  solid  contents. 

June  17. — Under  ether  the  cannula  was  removed,  and  an 
incision  made  into  the  cyst  upwards  from  the  existing  opening. 
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The  cyst  was  well  washed  out  with  boracic  lotion,  and  a  large 
drainage-tube  left  in ;  a  large  quantity  of  flocculent  material 
escaped.  She  took  the  ether  well,  and  the  operation  seemed 
well  borne.  The  temperature  continued  to  rise,  first  to  101°, 
and  finally  to  102°.  In  the  evening  she  was  almost  pulseless, 
but  there  was  no  cedema  of  the  face,  and  no  albuminuria. 
She  died  in  the  early  morning  of  the  next  day,  eighteen  hours 
after  the  operation,  to  all  appearances  from  shock. 

Post-mortem. — The  heart :  The  apex  was  in  the  fourth 
space  in  a  line  with  the  anterior  axillary  fold.  There  was  no 
enlargement,  and  no  adhesions  fixing  it  in  its  position.  The 
aortic  and  pulmonary  valves  were  competent,  and  the  mitral 
admitted  two  fingers.     The  left  side  was  contracted. 

The  stomach  was  enormously  elongated,  and  adherent  at 
its  lesser  curvature  to  the  under  surface  of  the  cyst.  There 
was  slight  effusion  of  blood  into  the  gastro-hepatic  omentum. 

The  liver  weighed  7^  lbs.  Its  natural  shape  was  com- 
pletely altered,  and  the  usual  landmarks  were  unrecognisable. 
It  contained  an  enormous  single  hydatid  cyst,  which  probably 
had  begun  in  the  left  lobe,  a  small  portion  of  which,  about  an 
inch  deep,  still  remained  upon  its  anterior  wall. 

The  cyst  had  evidently  become  adherent  by  its  upper  sur- 
face to  the  diaphragm  over  a  space  as  large  as  the  palm  of 
a  hand  to  the  right  of  the  median  line  (the  adhesions  were 
old  and  very  tough),  and  as  it  grew  the  liver  had  been 
rotated  and  pushed  backwards  and  downwards,  and  to  the 
right.  The  liver  had  accommodated  itself  to  its  new  position. 
There  wei^e  well-marked  grooves  upon  its  surface,  corre- 
sponding to  projections  in  the  parietes.  These  facts  prevented 
any  return  to  its  original  position,  and  its  weight  would  have 
been  sufficient  to  have  kept  it  where  it  was.  The  cyst  wall 
was  fully  a  quarter  of  an  inch  thick.  The  cyst  was  collapsed, 
and  contained  several  handfuls  of  thick  green  lining  mem- 
brane, which  was  quite  detached  and  easily  removed. 

There  was  an  adhesion  to  the  abdominal  wall  where  the 
cannula  had  been  retained,  but  if  there  had  been  any  pro- 
duced by  the  hare-lip  pins  they  had  been  torn  through  when 
the  cyst  collapsed,  and  had  left  no  trace. 

The  collapsed  cyst  lay  under  the  ribs,  and  its  original 
situation  was  taken  by  the  stomach,  the  cardiac  end  of  which 
was  placed  very  high  up  under  the  left  ribs  (in  the  chest) .  The 
elongated  shape  of  the  stomach  had  been  caused  probably  by 
its  adaptation  to  the  cyst.  There  was  a  tiake  of  recent  yellow 
lymph  on  the  under  surface  of  the  cyst.     The  exposed  intes- 
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tines  looked  natural,  but  those  coils  which  had  lain  in  the 
pelvis  were  congested  and  red,  had  lost  their  gloss,  and  with 
the  other  pelvic  viscera  were  covered  with  patches  of  recent 
lymph.     About  a  teacupful  of  serous  fluid  was  in  the  pelvis. 
The  heart  had  been  prevented  from  falling — 

1.  By  the  alteration  in  the  shape  and  position  of  the 
liver ;  and — 

2.  By  the  position  of  the  stomach,  which  its  elongated 
shape  and  the  adhesion  to  the  under  surface  of  the  cyst 
assisted  it  to  retain. 

The  spleen  was  much  enlarged,  and  the  kidneys  were 
healthy.     The  base  of  the  right  lung  was  collapsed. 

My  reason  for  placing  on  record  this  unusual  example  of 
hydatid  cyst  of  the  liver  is  to  draw  attention  to  the  fact  that 
cases  will  occur  in  which  radical  surgical  procedures  will  do 
more  harm  than  good  in  consequence  of  serious  alterations  in 
the  shape  and  the  positions  of  the  viscera. 

The  favourite  plan  of  treatment  amongst  surgeons  at  the 
present  time  is  incision  and  drainage. 

In  this  instance  the  removal  of  a  portion  only  of  the  con- 
tents was  sufficient  to  place  life  in  immediate  danger,  and  had 
incision  been  employed  in  the  first  instance  there  can  be 
little  doubt  that  the  patient  would  have  speedily  succumbed — 
if,  indeed,  she  had  been  so  fortunate  as  to  survive  the  ope- 
ration. 

It  is  interesting  to  note  that  the  evidences  of  interference 
with  the  circulation  that  occurred  after  the  first  tapping  were 
not  renewed  after  the  second  ;  the  amount  removed,  however, 
was  a  pint  less  than  on  the  first  occasion,  and  this  was  followed 
by  oozing  alongside  the  cannula,  so  that  the  diminution  of  the 
tumour  took  place  very  gradually.  It  is  open  to  criticism 
whether,  after  the  serious  condition  that  was  induced  by  para- 
centesis, any  further  treatment  should  have  been  attempted — 
at  any  rate  until  a  much  longer  interval  had  elapsed. 

The  operator's  intention  was  to  have  kept  the  removal  of 
the  contents  under  control,  and  whilst  emptying  the  cyst  by 
degrees  to  have  been  ready  to  take  alarm  at  any  untoward 
symptom  due  to  the  diminishing  size  of  the  tumour,  and  to 
have  removed  the  cannula. 

The  reliance  that  was  placed  upon  "transfixion  of  the 
cyst"  was  mistaken.  Not  only  did  the  pins  entirely  fail  in 
their  purpose,  but  they  gave  rise  to  a  false  feeling  of  security, 
in  consequence  of  which  the  cannula  was  retained  in  situ,  and 
so  permitted  an  escape  of  bile-stained  fluid  contents.     This, 
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by  finding  its  way  in  part  into  the  peritoneum,  was  probably 
the  cause  of  the  pelvic  peritonitis,  and  the  vomiting  and  rise 
of  temperature  that  followed  were  looked  upon  as  due  to 
changes  going  on  in  the  cyst  contents,  and  led  to  the  incision 
and  drainage.  I  would  direct  attention  to  the  alteration  in 
the  character  of  the  hydatid  fluid  that  followed  the  first  tap- 
ping, and  I  should  like  to  ask  what  influence  it  would  have 
had  upon  the  cyst  if  no  further  treatment  had  been  adopted. 

I  feel  unable  to  decide  the  proportionate  influence  which 
(a)  the  shock  of  the  anaesthetic  and  operation,  (&)  the  com- 
plete emptying  of  the  cyst,  and  (c)  the  pelvic  peritonitis  had 
in  determining  death.  The  peritonitis  certainly  seemed  in- 
adequate, and,  as  far  as  could  be  judged  from  her  condition 
and  pulse,  the  patient  seemed  to  take  the  anaesthetic  and  bear 
the  operation  well. 

On  the  other  hand,  it  is  to  be  remembered  that  the  cyst 
had  been  washed  out  with  a  syphon  four  times  before  the 
incision  was  made,  and  therefore,  though  not  completely 
emptied,  no  very  great  alteration  can  have  been  effected  in 
its  size  by  that  operation. 
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XXX. —  Case  of  Acute  Diffuse  Sup]purative  Peritonitis 
successfully  treated  hy  laparotomy  and  drainage ^  but 
without  irrigation.  By  &.  A.  Hawkins- Amble k  and 
R.  Lawford  Knaggs.     Bead  April  11,  1890. 

THE  patient,  a  boy  aet.  9,  with  clubbed  fingers  and  a 
phtliisical  family  history,  but  no  evident  disease  in  the 
chest,  had  complained  for  some  weeks  of  griping  pains  in  the 
abdomen.  These  he  attributed  to  a  kick  by  a  playmate  a 
year  before  in  the  lower  part  of  the  stomach. 

On  May  19,  1889,  the  boy  was  taken  worse  with  uneasy 
feelings  in  the  lower  part  of  the  abdomen,  and  vomited  his 
food.  The  vomiting  continued  on  the  following  days,  and  on 
the  22nd  Mr.  Hawkins-Ambler  found  him  complaining  of 
griping  pains,  the  abdomen  being  slightly  tender  to  pressure. 
He  was  sent  to  bed  and  ordered  a  rhubarb  and  soda  mixture 
with  a  liquid  diet.  The  symptoms  seemed  relieved  on  the 
23rd,  and  on  the  24th  his  grandmother  treated  him  to  a  large 
slice  of  Yorkshire  pudding.  After  this,  intermittent  abdo- 
minal pains  came  on  and  increased  in  severity. 

On  the  morning  of  the  25th  a  small  slimy  motion  was 
passed — the  first,  as  far  as  could  be  gathered,  since  the  19th, 
— and  in  the  afternoon  he  was  lying  in  bed  with  knees  drawn 
up,  a  pulse  of  120,  and  temp.  101  •2°. 

The  abdomen  was  tender,  resonant  all  over,  but  not  tym- 
panitic. The  chief  complaint  was  of  recurring  attacks  of  pain 
in  the  stomach,  which  passed  oif  and  left  him  perfectly  easy. 
Opium  was  prescribed. 

On  the  26th  the  abdomen  began  to  swell  and  became 
tympanitic,  and  slight  vomiting  (green)  returned.  The  bowels 
were  not  moved  and  no  flatus  passed,  but  the  pains  were 
easier.  He  was  seen  at  10  p.m.  in  consultation  with  Mr. 
Lawford  Knaggs.  There  was  then  a  tympanitic  and  much- 
distended  abdomen.  It  was  resonant  all  over  and  the  recti  Avere 
rigid.  It  did  not  move  in  respiration.  No  tumour  could  be 
felt,  but  palpation  was  painful  and  gave  rise  to  peristalsis, 
visible  through  the  abdominal  wall,  and  causing  the  child  to 
become  restive  and  cry.  The  legs  were  drawn  up.  The 
tongue  was  moist,  the  lips  dry,  and  thirst  great.  Pulse  120, 
temp,  normal. 
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The  diagnosis  arrived  at  was  peritonitis  secondary  to 
intestinal  obstruction,  of  which  the  most  probable  cause  was 
"  matting  of  the  intestine."  To  what  the  matting  was  due 
was  uncertain,  but  a  tubercular  origin  in  some  or  other  form 
was  considered  not  improbable. 

Mr.  W.  L.  W.  Marshall,  who  was  present  at  the  consulta- 
tion and  afterwards  gave  the  anaesthetic,  concurred  in  the  dia- 
gnosis. It  was  decided  to  open  the  abdomen  without  delay 
and  seek  for  the  obstruction. 

It  is  as  well  to  state  here  the  difficulties  of  the  situation. 
The  patient  was  the  son  of  the  caretaker  of  an  uninhabited 
nobleman's  house,  situated  in  the  heart  of  the  country.  The 
only  water  (rain  water)  to  be  got  was  from  a  cisteru  on  the 
roof  of  the  house,  or  from  a  water-butt,  and  both  were  muddy 
and  looked  as  if  they  had  been  freely  diluted  with  ink.  Mr. 
Hawkins- Ambler's  filter  was  sent  for  and  found  to  be  nearly 
empty,  but  the  little  that  could  be  extracted  from  it  was 
treasured  up  for  cooling  down  the  inky  water  that  was  boiled 
for  intra-abdominal  use.  Added  to  this,  in  the  hurried  collec- 
tion of  instruments  the  syphon  had  been  left  behind. 

With  as  rigid  adherence  to  antiseptic  details  as  was  possible, 
the  abdomen  was  opened  in  the  median  line  by  an  incision  three 
inches  long  between  the  umbilicus  and  pubes.  The  intestines 
were  found  adherent, injected,  and  distended,  and  yellow  lymph 
was  lying'  in  a  sulcus  between  two  exposed  coils. 

The  adhesions  were  easily  separated,  and  two  fingers  were 
introduced  between  the  intestines  and  the  abdominal  wall, 
with  the  greatest  difficulty  on  account  of  the  distention.  No- 
thing could  be  detected  at  the  hernial  apertures,  the  ceecum 
could  not  be  isolated,  and  no  tumour  could  be  felt.  A  little 
purulent  fluid  was  seen  amongst  the  coils.  The  distended 
small  intestine  was  then  traced,  it  was  hoped,  downwards. 
When  about  12  inches  had  been  passed  through  the  fingers 
it  was  found  to  lead  straight  to  the  bottom  of  the  pelvis,  where 
it  was  firmly  fixed.  On  attempting  to  explore  with  the  finger 
the  point  where  the  bowel  was  attached,  adhesions  were  felt  to 
break  down,  and  a  gush  of  very  foetid,  yellowish-green  pus 
took  place  through  the  abdominal  incision.  The  quantity  was 
perhaps  from  one  to  two  ounces. 

The  exploring  finger  continued  to  separate  adhesions 
freely  until  it  rested  upon  a  soft  patch  very  different  from  the 
touch  of  the  surrounding  peritoneum.  This  was  possibly 
the  lining  membrane  of  the  abscess.  To  this  spot  a  Keith's 
drainage-tube  was  passed  and  allowed  to  remain.     Another 
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drainage-tube  was  passed  into  the  right  lumbar  hollow,  and 
so  great  was  the  tension  that  several  ounces  of  thin  yellow 
pus  were  shot  through  it  quite  clear  of  the  operating  table. 
No  pus  was  found  in  the  left  lumbar  hollow. 

An  attempt  was  now  made  to  irrigate  the  peritoneal  cavity 
by  pouring  warm  water  through  the  drainage-tubes,  but  it 
was  soon  given  up  as  futile.  Indeed,  so  great  was  the  intra- 
abdominal tension  that  it  would  have  been  impossible  to 
wash  out  the  abdomen  except  under  considerable  hydro- 
static pressure,  and,  as  we  have  already  stated,  we  were 
without  the  necessary  apparatus. 

The  wound  was  now  closed,  the  drainage-tube  aheady 
mentioned  being  fixed  at  the  lower  angle  of  the  incision. 
An  unusual  accident  occurred  in  passing  one  of  the  sutures. 
A  large  vein  was  punctured,  and  caused  hsemorrhage,  which 
at  the  moment  seemed  rather  alarming.  The  suture  was 
withdrawn,  and  the  peritoneal  aperture  seized  with  artery 
forceps  and  ligatui^ed.     There  was  no  further  trouble. 

For  twenty-four  hours,  during  which  he  was  energetically 
supported  by  rectal  injections  of  brandy  and  beef-tea,  the 
patient  suffered  severely  from  shock,  with  cold  surface,  dry 
tongue,  and  a  flickering  pulse  of  150.  The  only  vomiting 
took  place  as  he  recovered  consciousness  from  the  aneesthetic. 
He  then  began  .slowly  to  improve,  and  to  take  as  much  nourish- 
ment as  he  was  allowed. 

On  the  third  day  there  were  three  large  liquid  motions, 
and  the  distention  and  tenderness  completely  disappeared. 
The  pulse  still  continued  high  (about  120),  and  intermittent 
febrile  symptoms  were  thought  possibly  to  depend  on  incom- 
plete removal  of  the  discharge  from  the  pelvis.  It  was  con- 
sequently irrigated  regularly  by  a  small  tube  passed  to  the 
bottom  of  the  drainage-tube,  and  this  at  first  brought  away 
a  considerable  quantity  of  pus  with  some  rehef. 

On  June  7,  8,  9,  he  was  worse,  and  a  doughy  and  resonant 
swellino-  as  large  as  a  breakfast  saucer  appeared  in  the  um- 
bilical region.  This  gradually  disappeared,  but  on  June  10 
he  was  very  ill,  with  temp.  101°,  pulse  140,  a  tense  and  tym- 
panitic abdomen  above  the  umbilicus,  and  complaining  of 
bouts  of  pain  underneath  the  left  ribs. 

On  removing  the  dressing  a  quantity  of  thick,  greenish- 
yellow,  sour-smelling  pus,  different  from  that  hitherto  secreted, 
was  found  lying  upon  the  abdomen  and  saturating  the  dress- 
ing, and  on  irrigation  a  considerable  quantity  escaped  through 
the  tube.     The  next  day  all  the   unpleasant  symptoms   had 
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disappeared;  the  pulse  had  fallen  to  109^  and  there  was  a 
free  discharge  from  the  tube. 

From  this  time  the  progress  was  steady  and  uneventful, 
the  pulse  and  temperature  quickly  fell  to  normal ;  abdominal 
tenderness  completely  vanished ;  the  discharge  gradually 
diminished ;  the  boy  took  food  well,  and  soon  got  on  to  a  solid 
diet,  and  the  bowels  acted  at  somewhat  irregular  intervals. 

The  tube  was  changed  for  an  india-rubber  one  on  June  15, 
and  removed  on  June  22;  the  wound  was  completely  healed 
on  June  24,  and  the  boy  was  allowed  to  be  up  and  walk  about 
out  of  doors  about  a  week  later. 

The  boy  was  nursed  throughout  his  illness  by  his  father, 
a  rough  but  fairly  intelligent  country  labourer. 

There  are  one  or  two  points  in  the  history  of  this  case 
deserving  consideration,  and  which  probably  have  a  direct 
bearing  upon  its  successful  termination.  Foremost  among 
these  must  be  placed  the  early  recognition  of  the  gravity  and 
nature  of  the  condition,  and  the  promptitude  with  which  it 
was  treated. 

In  the  present  day  such  remarkable  success  has  attended 
the  practice  of  abdominal  surgery,  that  there  undoubtedly 
exists  a  danger  lest  recourse  be  had  to  surgical  measures  for 
circumstances  which  do  not  warrant  such  serious  procedures. 

From  the  statements  of  eminent  surgeons  and  abdominal 
specialists,  the  idea  has  sunk  deeply  into  the  professional 
mind  that  it  is  impossible  to  diagnose  accurately  a  consider- 
able number  of  these  abdominal  conditions.  This  is  a  mis- 
taken impression,  and  exerts  a  most  unfortunate  influence 
upon  practice. 

The  analytic  powers  of  the  mind  cease  in  consequence  to  be 
fully  and  clearly  brought  into  use ;  the  continuous  effort  to 
improve  diagnosis  and  make  each  case  in  itself  a  pure  and 
simple  demonstration  of  real  fact  is  hopelessly  checked,  and 
in  its  place  there  is  a  strong  and  growing  tendency  to  set  up 
an  exploratory  operation  7iot  simply  in  aid,  but  actually  in 
default,  of  diagnosis.  It  is  certainly  true  that  the  diagnostic 
power  exists  very  unequally  in  individuals,  some  possessing 
it  in  a  very  high  degree  of  refinement  and  excellence,  others 
in  very  infinitesimal  proportions.  Just  as  one  finds  in  society 
a  few  excellent  chess  players,  but  the  majority  very  poor 
ones,  so  is  diagnosis  in  the  professional  world.  A  few  by 
great  cultivation  and  natural  gift  possess  it  in  a  remarkable 
degree,  and  before  such  trained  intelligence  the  difficulties  of 
abdominal  diagnosis  would  be  greatly  reduced  and  simplified. 
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But  the  many,  by  painstaking  and  accurate  methods  of 
examination  and  thoughtful  observation  of  results^  may  do 
something  to  advance  their  diagnostic  powers;  and  in  no 
department  of  surgery  are  these  more  urgently  needed  than 
in  the  practice  of  abdominal  surgery. 

The  points  in  this  case  were  sufficiently  clear  to  enable 
us  to  make  the  diagnosis  upon  which  we  agreed,  and  which 
rendered  decisive  action  imperative. 

The  exact  condition  was  hardly  unravelled  at  the  opera- 
tion. What  was  the  real  origin  of  the  foetid  abscess  at  the 
bottom  of  the  pelvis  must  be  left  to  conjecture.  It  most 
probably  had  some  association  with  that  portion  of  the  intes- 
tine which  was  adherent  in  its  vicinity  and  formed  part  of  its 
wall.  The  obstruction  was  due  to  the  kink  in  the  intestine 
caused  by  the  adhesions,  and  possibly  to  the  pressure  of  the 
abscess,  of  which  no  evidence  had  been  found  when  the 
rectum  was  examined.  The  diffuse  peritonitis  no  doubt  arose 
from  leakage  from  the  foul  abscess. 

Another  consideration  of  interest  was  that  the  abdomen 
was  not  cleansed  by  irrigation.  This  is  now  so  generally 
employed  in  these  cases  that  but  for  the  peculiar  difficulties 
which  beset  our  hurried  operation  it  would  have  been  certainly 
used.  The  abdomen  was  not  washed  out  or  cleansed ;  the 
pus,  both  from  the  general  peritoneal  cavity  and  from  the 
abscess  cavity,  when  opened,  was  expelled  by  the  tension  of 
the  distended  intestines.  Not  only  were  the  hollows  where 
the  pus  had  accumulated  not  cleansed,  but  in  those  folds 
formed  by  the  mesentery  that  were  seen,  there  was  a  thin 
layer  of  pus.  This  was  not  removed  by  sponges,  as  it  would 
have  taken  up  time,  led  to  much  manipulation  of  the  intes- 
tines, and  must  have  been  in  the  end  inadequate. 

The  result  of  the  case  proves  that  the  cleansing  of  the 
abdominal  cavity  in  diffuse  purulent  peritonitis  is  not  neces- 
sary to  ensure  success.  Might  it  not  possibly  have  been  dis- 
advantageous ?  There  are  some  objections  to  the  practice 
of  washing  out  the  abdomen.  For  one  thing,  it  much  pro- 
longs the  operation,  and  the  short  duration  of  the  operation  is 
a  great  factor  in  contributing  to  success.  The  direct  influence 
of  irrigation  is  depressing.  A  friend  whose  observations  we 
can  trust,  and  who  has  had  considerable  experience  in  giving 
anaesthetics  in  abdominal  cases,  states  that  on  many  occasions 
he  has  noticed  the  pulse  become  decidedly  worse  during  the 
progress  of  irrigation. 

It  is  more  than  probable  that  in  some  cases  in  which  it 
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has  been  used,  its  influence  has  been  to  turn  the  scale  against 
the  patient.  There  is  little  doubt  that  it  is  often  done  in  cases 
which  would  do  just  as  well  without  it.  And  certainly  in  the 
present  state  of  our  knowledge  irrigation  or  thorough  cleans- 
ing would  have  been  considered  absolutely  necessary  to  ensure 
a  successful  issue  in  the  case  narrated,  but  the  event  has 
proved  it  unnecessary. 

The  fluid  constituents  of  the  pus  would  seem  to  be  the 
most  harmful  element.  The  micro-organisms  propagate  and 
flourish  in  the  fluid,  and  in  it  the  poisonous  products  of 
bacterial  life  accumulate.  This  poisonous  fluid  makes  its 
way  through  the  obstructed  lymphatics  and  induces  septic 
symptoms,  and  the  less  dense  the  fluid  medium  and  the  less 
the  absorbing  mechanism  has  been  impaired  by  inflammation 
the  more  acute  and  intense  are  the  symptoms. 

The  fluid  collections  in  our  case  were  evacuated  by  the 
intra-abdominal  tension  as  soon  as  a  means  of  exit  was 
afforded,  and  prevented  largely  from  reaccumulation  by  the 
drainage-tube. 

Though  much  of  the  solid  constituents  of  the  pus  (pus- 
cells)  were  left  behind,  symptoms  were  immediately  relieved, 
to  recur  when  another  collection  of  pus  formed,  and  to  be 
again  relieved  as  soon  as  a  way  was  open  for  its  discharge. 

Mr.  Treves  originally  compared  suppurative  peritonitis 
with  empyema,  and  with  abscess  in  a  joint,  and  advocated  the 
treatment  of  all  on  the  same  principle.  Washing  out  is  not 
altogether  devoid  of  risk  in  empyema,  and  in  diffuse  suppu- 
rative peritonitis  to  thoroughly  cleanse  every  nook  and  cranny, 
and  leave  the  peritoneal  cavity  absolutely  free  from  pus,  would 
require  a  more  extended  and  careful  procedure  than  is  always 
justifiable  at  the  close  of  a  serious  operation. 

It  is  to  be  remembered  that  the  peritoneum  has  demon- 
strated both  clinically  and  experimentally  its  power  to  absorb 
and  destroy  without  harm  to  the  body,  pus  or  purulent  effusion 
within  it  under  certain  conditions."^ 

In  conclusion  we  would  add  that  these  remarks  have 
reference  chiefly  to  suppurative  conditions,  and  are  not 
intended  to  apply  in  their  entirety  to  other  conditions  in  wdiich 
irrigation  is  thought  to  be  indicated  or  successfully  practised. 

*  "  Lectures  on  Suppuration  and  Septic  Diseases,"  by  Mr.  Watson  Cheyne, 
Grawitz's  experiments,  Brif.  Med.  Journ.,  March  10,  1888,  p.  524. 
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XXXI. — A  case  of  Rheumatic  Pericarditis  ivith  deli- 
rium. By  David  W.  Finlay,  M.D.  Read  Ai^ril 
25,  1890. 

IT  has  been  a  subject  of  discussion  whether  the  delirium 
occurring  in  some  cases  of  rheumatic  pericarditis  is  due 
to  the  pericarditis  or  not — in  other  words^  whether  there  is 
such  a  thing  as  pericarditic  delirium.  I  submit  the  following 
instance  of  the  complication  in  question  as  a  small  contribu- 
tion towards  the  elucidation  of  the  point  referred  to. 

M.  W.,  aet.  49,  a  female  cook,  came  under  my  care  in  the 
Middlesex  Hospital  on  December  14,  1887,  with  a  history  of 
acute  rheumatism,  which  had  lasted  for  about  ten  days  before 
admission.  During  the  attack  several  of  the  larger  joints 
were  affected  ;  the  temperature,  so  far  as  could  be  ascertained, 
did  not  exceed  102°  F. 

Her  father,  who  died  at  the  age  of  62,  was  reported  to 
have  suffered  from  heart  disease,  and  her  mother  to  have  died 
of  "  consumption  and  dropsy  "'  at  the  age  of  45.  Of  a  family 
of  three  brothers  and  five  sisters,  five  had  died  of  consump- 
tion. 

The  patient  herself  had  suffered  from  two  previous  attacks 
of  rheumatic  fever — in  1863  and  1871  respectively;  other- 
wise she  had  enjoyed  fair  health  until  the  occasion  of  the 
present  attack.  During  the  four  days  immediately  preceding 
admission  she  had  been  treated  with  sodium  salicylate,  of 
which  she  had  taken  in  all  three  quarters  of  an  ounce. 

On  admission  her  temperature  was  99'8°  F. ;  pulse  90, 
compressible ;  resp.  40.  She  complained  of  pains  in  the 
limbs  and  praecordia,  and  shortness  of  breath.  She  was  a 
fairly  nourished,  grey-haired  woman,  with  dry  skin.  There 
was  no  redness  or  swelling  of  joints,  but  coarse  to-and-fro 
friction  was  heard  all  over  the  praecordia,  completely  masking 
the  sounds  of  the  heart.  The  cardiac  dulness  did  not  extend 
above  the  third  rib.  The  condition  of  the  lungs  presented 
no  noteworthy  feature,  excepting  some  coarse  muco-crepitant 
sounds  over  the  backs.  The  abdominal  organs  were  healthy. 
The  urine  was  acid,  having  a  specific  gravity  of  1030,  de- 
positing lithates,  and  showing  a  very  faint  trace  of  albumen. 
She  was  ordered  fifteen  grains  of  sodium  salicylate  every  four 
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hours,  the  frequency  of  the  dose  being  reduced  the  following 
day  (December  15)  to  every  six  hours,  as  she  had  passed  a 
good  night  and  was  free  from  pain. 

During  the  next  night  she  became  delirious,  this  condi- 
tion becoming  worse  towards  morning ;  her  tongue  and  lips 
were  dry,  and  her  voice  a  hoarse  whisper.  The  salicylate 
was  then  omitted.  On  the  succeeding  day  the  delirium  was 
less  marked,  and  the  pericardial  friction  not  quite  so  loud  as 
on  admission.  In  the  night  the  delirium  increased,  but  next 
morning  it  was  gone,  the  tongue  being  less  dry  and  the 
appetite    fairly    good.      She    was    now    ordered    effervescing 
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citrate  of  potash  with  ten  minims  of  tincture  of  opium  every 
six  hours.  Next  morning  (18th)  it  was  noted  that  she  had 
had  a  sleepless  night,  and  during  the  day  her  delii-ium  be- 
came more  marked  than  it  had  been,  and  cuhninated,  in  the 
afternoon,  in  her  jumping  out  of  bed  and  knocking  her  fist 
through  the  window  of  the  small  ward  to  which  she  had  been 
removed  when  the  delirium  supervened.  She  was  then 
ordered  twenty  grains  of  potassium  bromide  with  Ium-  effer- 
vescing mixture  instead  of  the  opium,  and  at  0.30  r.M.,   as 
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she  continued  violent,  she  had  a  quarter  of  a  grain  of  acetate 
of  morphine  hypodermically.  Soon  after  this  she  became 
quiet  and  remained  so  all  night,  but  with  the  morning  (19th) 
delirium  returned,  and  she  seemed  to  suffer  some  pain  in  the 
right  shoulder.  The  condition  of  the  heart  was  practically 
unchanged.  For  the  next  two  days  (20th  and  21st)  she  was 
much  quieter,  although  restless  in  the  night  and  talking 
incoherently.  This  comparatively  mild  condition  of  delirium 
continued  till  December  27,  when  it  finally  disappeared. 
About  the  same  time  the  pericardial  friction  also  subsided, 
being  lost  at  the  base  and  but  slightly  marked  about  the  apex 
on  December  29,  at  which  date  the  urine  was  found  to  be  free 
from  albumen. 

Convalescence  was  now  fairly  established  and  she  made  a 
satisfactory  recovery,  and  was  discharged  from  the  hospital 
on  January  30,  1888.  Ten  days  before  that  a  faint  systolic 
murmur  was  noted  at  the  heart's  apex,  but  this  subsequently 
disappeared,  leaving  the  first  sound  merely  somewhat  rough- 
ened. The  average  pulse-rate  was  under  100,  and  the 
highest  temperature  recorded  103"6°.  This  occurred  on 
December  18,  two  days  after  the  onset  of  delirium,  and  lasted 
only  a  few  hours.  The  maximum  temperature  recorded 
nearest  to  the  time  at  which  the  delirium  appeared  was  99 '4°. 
The  occurrence  of  delirium  in  the  case  made  me  fear  the 
approach  of  hyperpyrexia,  and  I  had  the  temperature  taken 
about  every  two  hours  for  several  days ;  but  this  fear,  happily, 
was  not  realised. 

RemarTis. — Before  the  introduction  of  the  thermometer  into 
clinical  medicine,  delirium  occurring  in  cases  of  rheumatism 
complicated  with  pericarditis  was  attributed  to  the  influence 
of  this  complication ;  but  since  the  time  referred  to  the  ten- 
dency has  rather  been  to  regard  it  as  due  to  the  raised  tempe- 
rature. The  reason  of  this  is  probably  to  be  found  in  the  fact 
that  the  most  marked  delirium  is  almost  invariably  present  in 
hyperpyrexial  cases,  with  which  also  pericarditis  is  more  often 
than  not  associated.  These  points  are  clearly  brought  out  in 
the  Report  of  the  Committee  of  this  Society  on  rheumatic 
hyperpyrexia,  dated  May  26, 1882  ;  for  out  of  a  total  of  sixty- 
seven  cases  tabulated  by  this  committee  delirium  was  present 
in  85*2  per  cent,  and  pericarditis  in  56  per  cent.  Unques- 
tionably, however,  it  may  be  said  that  delirium  in  cases  of 
rheumatic  pericarditis,  otherwise  uncomplicated,  is  not  at  all 
common. 

In  order  to  see  what  statistical  information  I  could  get 
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upon  this  point  from  cases  I  had  myself  seen,  I  have  looked 
through  the  Middlesex  Hospital  records  for  the  three  years 
1887 — 1889  inclusive,  during  which  I  held  the  office  of 
medical  registrar.  In  those  years  343  cases  of  rheumatic 
fever  were  admitted  into  the  hospital,  pericarditis  being  noted 
in  sixty-six  cases,  or  19*2  per  cent.  Among  these  cases  were 
three  of  hyperpyrexia,  two  of  which  were  marked  by  delirium, 
the  other  not  so.* 

Seven  cases  presented  a  slight  amount  of  delirium,  which 
was  attributed  to  the  influence  of  tho'  sodium  salicylate,  and 
two  were  violently  delirious.  The  delirium  in  one  of  these 
was  most  marked  when  the  patient's  temperature  was  but 
100"8°,  and  it  lasted  to  a  greater  or  less  extent  for  eighteen 
days,  during  which  pericardial  friction  was  audible.  It  ought 
to  be  said  that  this  case  was  also  complicated  by  pleuro- 
pneumonia. In  the  other  case  the  delirium  was  violent  after 
treatment  by  sodium  salicylate  had  been  commenced,  but  it 
was  present  to  some  extent  before  this  drug  was  given,  and 
while  the  patient  was  taking-  effervescing  citrate  of  potash. 
The  dose  of  the  salicylate,  also,  was  only  fifteen  grains  every 
four  hours. 

As  regards  the  present  case,  before  being  entitled  to  con- 
clude that  the  delirium  was  pericarditic,  it  is  necessary  to 
exclude  certain  other  elements  which  might  be  thought  to 
stand  in  causal  relation  with  it.  These  elements  are  three  in 
number : 

1.  Salicylism. — The  quantity  of  salicylate  of  sodium  taken 
was  too  small  to  have  caused  the  delirium,  the  continuance  of 
which  also  for  eleven  days  after  the  use  of  the  drug  was  dis- 
continued is  sufficient  to  put  it  out  of  court  as  a  causal  factor ; 
and,  further,  there  was  no  delirium  before  admission  when 
the  patient  was  taking  an  equal  quantity  during  the  twenty- 
four  hours. 

2.  Alcoholism. — There  was  no  history  suggesting  this,  nor 
had  the  patient  any  appearance  of  it.  The  medical  practi- 
tioner under  whose  care  she  had  been  before  her  admission 
to  the  hospital  stated  that  she  was  a  valued  servant,  and  that 
there  were  no  grounds  for  doubting  her  sobriety.  The 
character  of  the  delirium  also  was  not  like  that  of  delirium 
tremens,  being  marked  by  frequent  intermissions  and  free 
from  trenmlousness  of  hands  and  tongue. 

3.  Pyrexia. — This  may,  I  think,  also  be  excluded.     For 

*  The  highest  tempcratvires  recorded  in  these  cases  respectively,  were  105'8°, 
105°,  and  106°.     All  were  treated  by  the  cold  bath,  and  all  recovered. 
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sixteen  hours  only  did  the  temperature  exceed  103°  F.,  the 
highest  point  recorded  during  this  period  being  103'6°. 
During  the  remaining  time  of  pyrexia  it  was  under  102°,  the 
delirium  continuing  more  or  less  for  ten  days  at  a  temperature 
which  did  not  rise  to  102°  F.  and  was  often  below  101°  F. 

I  regard,  therefore,  the  case  as  one  in  which  the  delirium 
was  due  to  the  presence  of  pericarditis,  and  the  following 
conclusions  may,  I  think,  be  fairly  deduced  from  a  considera- 
tion of  the  whole  question. 

First. — That  in  the  majority  of  cases  of  rheumatism  in 
which  pericarditis  and  delirium  coexist  the  temperature  is 
hyperpyrexial,  and  the  delirium  may  be  attributed  to  the 
hyperpyrexia,  inasmuch  as  delirium  is  equally  found  in  hyper- 
pyrexial cases  in  which  there  is  no  pericarditis. 

Second. — That  in  cases  of  rheumatic  pericarditis  unaccom- 
panied by  hyperpyrexia  delirium  is  rare. 

Third. — That  nevertheless  it  occurs  occasionally  in  cases 
which  are  free  from  hyperpyrexia  and  other  causal  complica- 
tions, and  may  in  such  be  reasonably  looked  upon  as  deter- 
mined by  the  pericarditis. 

At  the  same  time  it  must  be  admitted  that  cases  are  on 
record  in  which  marked  delirium  has  occurred  and  death 
taken  place  apparently  without  either  high  temperature  or 
pericarditis,  and  this  is  rather  a  disturbing  circumstance  in 
the  inquiry  as  to  the  aetiology  of  the  delirium.  If  it  be 
asked  how  pericarditis  produces  delirium,  I  would  say  much 
in  the  same  way  that  an  injury  or  an  attack  of  erysipelas  may 
produce  it  in  an  alcoholic  subject.  The  patient  being  weakened 
by  the  antecedent  attack  of  articular  rheumatism,  pericarditis 
acts  by  way  of  shock,  upsetting  the  cerebral  equilibrium. 

As  regards  its  incidence  upon  individuals,  the  personal 
element  must  be  taken  into  account.  People  of  a  so-called 
nervous  type  may  develop  delirium  under  circumstances  which 
would  produce  no  such  effect  in  those  of  a  less  excitable 
temperament. 
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XXXII. — Case  of  Gastric  Ulcer:  symptoms  of  perfora- 
tion :  peritonitis  :  abscesses  bursting  into  boivel.  By 
E.  A.  Barton.     Bead  April  25,  1890. 

MISS  E.,  set.  37,  has  been  a  chronic  invalid  from  rheumatism 
since  age  of  24. 

The  history  of  the  ulcer  was  this  : — Four  years  ago  she 
brought  up  a  large  quantity  of  blood  with  much  pain  in  the 
epigastrium.  From  this  she  recovered  in  about  a  month 
under  treatment.  A  year  ago  she  had  a  fresh  attack  of  pain 
and  bleeding  with  vomiting,  which  lasted  four  or  five  weeks, 
and  since  then  has  had  occasional  attacks  of  pain  and  vomit- 
ing, lasting  a  day  or  two. 

I  was  first  called  to  see  her  on  January  16,  as  she  had 
vomited  some  dark  matter,  which  had  not  been  kept  for 
inspection.  There  was  great  pain  in  the  epigastrium,  espe- 
cially over  a  localised  area  just  below  the  ensiform  appendix. 
Some  bismuth  and  opium  were  ordered  and  cold  spoon  diet. 
A  day  or  two  afterwards  a  blister  was  applied  which  relieved 
the  pain  temporarily.  In  this  way  she  went  on  for  a  week, 
when,  as  she  could  keep  no  food  down,  rectal  feeding  was 
resorted  to,  and  opium  in  grain  pills  allowed  by  the  mouth 
every  hour  and  a  half.     This  was  on  January  23. 

The  following  day  there  was  intense  pain  in  the  belly, 
which  was  retracted  and  could  not  bear  the  weight  of  the 
bedclothes.  The  face  was  drawn  and  sunken,  and  the  knees 
drawn  up.  The  pulse  was  quick  and  rapid,  and  the  temp. 
97°  in  the  mouth.  Intense  thirst  and  hiccough  were  present, 
and  in  short  she  had  all  the  symptoms  of  acute  peritonitis. 
She  retched  every  few  minutes,  and  brought  up  small  quan- 
tities of  glairy  bile-stained  fluid.  Twenty  minims  of  opium 
were  given  every  four  hours  by  rectum,  and  this  somewhat 
relieved  the  pain  and  certainly  diminished  the  vomiting. 

Two  days  afterwards  she  had  a  rigor,  but  when  I  arrived 
two  hours  afterwards  her  temperature  was  only  99°. 

On  January  28  the  extremities  were  cold,  the  face  pinched, 
and  the  temperature  only  95°  in  the  mouth.  The  pidse  was 
108,  very  feeble  and  intermittent.  She  suffered  intensely 
from  thirst,  and  a  little  ice  was  allowed  by  the  mouth  in  very 
small  quantities.     The  opium  was  now  pushed  u])  to    m^xxv, 
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3tiis  horis,  by  the  rectum.  She  rallied,  and  three  days  after 
was  nearly  free  of  pain,  and  only  vomited  four  or  five  times  in 
the  twenty-four  hours. 

On  the  evening  of  February  1  a  most  offensive  smell  was 
noticed  in  the  room,  and  this  was  found  to  come  from  the 
breath,  but  much  more  from  a  thin  ichorous  discharge  from 
the  bowel.  This  discharge  was  very  small  in  amount,  being 
only  enough  just  to  moisten  the  anus.  The  smell  was  offen- 
sive beyond  description.  The  bowel  was  examined  without 
result ;  the  vagina  was  also  examined,  and  the  fact  that  the 
uterus  was  high  up  and  not  tender  went  to  disprove  any 
abscess  in  the  immediate  neighbourhood.  This  discharge 
lasted  two  days,  when  a  little  blood  was  passed,  and  on  the 
following  day  about  2  dr.  of  stinking  pus.  There  was  some 
increase  of  pain,  and  the  opium  was  put  up  to  5SS  3tiis  horis. 
On  February  5,  5  oz.  of  indesci^bably  foetid  pus  was  passed, 
and  the  next  day  a  larger  quantity,  but  not  quite  so  foul. 
The  pus  was  thick  and  greenish,  and  nearly  a  pint  was  passed 
on  February  7.  She  began  to  look  better,  and  the  opium  was 
reduced  to  nxxx  3tiis  horis.  As  the  thirst  was  very  intense  a 
few  spoonfuls  of  Benger's  food  were  permitted  by  the  mouth. 
The  patient  had  been  perfectly  rational  up  to  this  time,  but 
as  the  opium  was  gradually  diminished  a  curious  form  of 
delirium  manifested  itself.  She  became  restless,  sleepless, 
and  maudlin,  repeating  words  over  and  over  again  ;  she  could 
be  roused  to  answer  questions,  and  then  would  continue 
murmuring  in  a  dreamy  way.  This  restlessness  gave  way  to 
chloral  in  moderate  doses,  but  the  wandering  lasted  till  Feb- 
ruary 14,  that  is  for  a  week.  Nearly  every  day  some  pus 
was  passed  by  the  bowel,  usually  once  in  the  day,  the  quan- 
tity being  about  6  oz.  The  nutrient  enemata  had  been  well 
retained  between  the  times  when  pus  was  passed,  but  as  each 
injection  contained  from  20  to  30  minims  of  opium,  this  may 
be  so  accounted  for.  She  was  now  free  from  pain,  and  only 
taking  40  minims  of  opium  in  the  day.  As  she  seemed  doing 
so  well,  an  increase  of  Benger's  food  was  allowed  by  the  mouth 
up  to  5viij,  the  rectal  injections  being  continued  as  before ; 
but  this  was  premature,  for  on  the  evening  of  that  day,  Feb- 
ruary 12,  the  pain  in  the  belly  returned  with  vomiting  and 
retching,  the  pulse  became  feeble,  and  the  face  reassumed  its 
pinched  aspect.  The  opium  was  at  once  pushed  to  ni_xx  3tiis 
horis,  and  all  food  by  mouth  forbidden.  She  passed  about 
8  oz.  of  pus  that  evening,  and  seemed  better.  She  quickly 
rallied  from  the  relapse  in  three  days,  and  only  ^  oz.  of  pus 


Mr.  Barton's  Case  of  Gastric  Ulcer.  193 

was  passed  on  February  18.  After  that  date  no  more  pus 
was  seen.  The  opium  was  quickly  reduced^  and  she  took 
none  after  February  20.  A  very  small  motion  was  passed  on 
February  17^  quite  hard  and  colourless.  From  this  time  she 
began  to  mend,  the  bowels  acting  for  the  first  time  well  and 
naturally  on  March  3,  the  first  time  for  six  weeks. 

Rectal  feeding  was  gradually  supplemented  by  stomach 
feeding,  till  on  March  9  all  food  was  given  by  mouth,  and  she 
had  no  pain  or  unpleasant  symptoms.  She  had  been  fed  by 
rectum  for  six  weeks,  and  there  was  very  little  tendency  at  any 
time  to  return  the  enemata :  this  was  probably  due  to  the 
large  amount  of  opium  in  each  injection. 

A  day  or  two  after  the  last  quantity  of  pus  had  been 
passed  she  suddenly  brought  up  a  large  quantity  of  gas  by 
the  mouth  so  horribly  offensive  as  to  make  the  people  in  the 
room  feel  faint  with  the  smell.     This  only  occurred  once. 

Remarks. — In  the  case  just  cited  there  are  some  points  of 
no  small  interest,  for  but  few  cases  of  peritonitis  as  a  result 
of  perforation  of  the  stomach  recover.  It  will  be  remembered 
that  the  rectal  feeding  was  resorted  to  fully  twenty-four 
hours  before  signs  of  perforation  set  in,  so  that  at  the  time  of 
perforation  it  is  reasonable  to  suppose  that  the  stomach  must 
have  been  empty,  and  the  quantity  of  extravasated  material 
must  have  been  small.  To  this  fortunate  circumstance, 
coupled  with  the  fact  that  she  was  taking  opium  at  the  time, 
the  localisation  of  the  peritonitis  was  probably  due.  The 
opium  was  quickly  pushed  to  drowsiness  and  somnolence  as 
soon  as  the  peritonitis  was  obvious. 

The  pus  which  was  subsequently  passed  by  the  bowel  was 
so  little  altered  in  appearance  that  it  is  more  than  probable 
that  the  abscess  had  burst  into  the  colon ,-  but  the  fact  that  she 
never  vomited  any  pus  goes  to  prove  that  no  fistulous  opening 
between  the  stomach  and  colon  existed.  On  these  grounds, 
however,  I  am  somewhat  at  a  loss  to  explain  the  source  of  the 
horribly  offensive  gas  passed  by  the  mouth  on  one  occasion, 
and  feel  that  it  must  have  come  from  the  interior  of  an  abscess 
cavity. 

Another  noteworthy  point  in  the  case  was  the  delirium 
which  manifested  itself  when  she  was  improving,  with 
normal  temperature  and  frequency  of  pulse,  coincident  with 
the  decrease  in  the  amount  of  opium.  It  is  true  that  she  was 
on  pretty  full  doses,  taking  ^as  of  the  tincture  every  tAventy- 
four  hours,  and  the  question  arises,  could  it  have  been  due  to 
the  effect  of  the  opium  as  a  chronic  poison  ?  I  have  never 
VOL.    XXIII.  13 
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seen  such  an  effect  during  the  discontinuance  of  the  drug  when 
taken  only  for  a  few  weeks,  but  I  can  attribute  the  delirium 
to  no  other  cause.  Again,  it  has  been  stated  that  the  vomit- 
ing due  to  peritonitis  as  a  result  of  perforation  of  the  stomach 
is  not  so  violent  or  prolonged  as  that  consequent  on  perfora- 
tion of  the  gut.  This  appeared  to  be  so  in  the  above  case, 
for  it  was  only  for  a  few  hours  that  the  vomiting  could  be 
called  severe.  Had  the  vomiting  been  severe,  the  peritonitis 
must  have  been  much  more  extensive,  as  the  straining  of 
vomiting  must  have  distributed  the  extravasated  matter  over 
a  larger  area  of  peritoneum. 

The  temperature  was  never  seen  higher  than  99°,  and  that 
only  on  one  occasion  two  hours  after  a  rigor.  The  tempera- 
ture was  always  taken  in  the  mouth,  and  was  nearly  always 
subnormal  between  95°  and  98°.  This  is  illustrative  of  the 
fact  that  purulent  inflammation  of  the  peritoneum  may  exist 
not  only  without  fever,  but  with  a  subnormal  temperature. 

Thei'e  seems  to  be  a  growing  feeling  in  these  days  of 
advanced  abdominal  surgerj-  towards  opening  the  belly  when 
the  diagnosis  of  abscess  in  the  peritoneum  is  certain,  and  this 
case  seems  to  point  out  that  under  simple  treatment  these 
cases  will  sometimes  do  as  well  as  those  treated  more 
heroically. 

Since  this  paper  was  written  the  patient  had  a  fresh 
attack  of  gastric  symptoms  in  April.  There  was  much  vomit- 
ing and  some  h^matemesis,  but  no  peritonitis.  Rectal  feed- 
ing was  at  once  resorted  to,  but  as  she  was  still  very  weak 
after  the  previous  attack,  and  the  vomiting  continued,  she 
gradually  sank,  and  died  on  April  20.  No  post-mortem  could 
be  obtained. 
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XXXIII. — A  case  of  Raynaud's  Disease,  not  associated 
ivith  haemoglohinuria,  but  in  which  there  were  local 
changes  in  the  blood.  By  Walter  S.  Colman,  M.B., 
and  James  Taylor,  M.B.     Bead  Ajjril  25,  1890. 

WE  have  recently  had  under  observation  a  case  of  Raynaud's 
disease  of  a  very  mild  type,  in  which  we  were  able  to 
demonstrate  during  the  attacks  the  occurrence  of  local  changes 
of  the  blood,  confined  to  the  affected  fingers.  The  patient 
was  first  seen  during  the  vacation  as  an  out-patient  at  the 
National  Hospital  for  the  Paralysed  and  Epileptic.  She  was 
afterwards  admitted  into  the  hospital  under  the  care  of  Dr. 
Hughlings  Jackson,  whom  we  have  to  thank  for  giving  us 
every  facility  for  continuing  our  observations,  and  for  allowing 
us  to  make  use  of  the  notes  taken  while  she  was  in  the 
hospital. 

The  following  is  an  abstract  of  the  clinical  history  of  the 
case  : 

Ethel  L.,  set.  10,  a  well-made,  healthy-looking,  intelligent 
girl,  was  admitted  to  the  hospital  on  August  19,  1889,  com- 
plaining of  attacks  in  which  certain  of  her  fingers  ''went 
dead." 

Her  father  is  healthy,  but  her  mother  is  extremely  neurotic. 
Her  maternal  grandfather,  when  about  55,  suffered  for  some 
years  from  exactly  similar  symptoms,  also  limited  to  the 
fingers  of  the  right  hand.  In  his  case  also  the  attacks  came 
on  quite  as  readily  after  putting  his  hands  into  hot  water  as 
into  cold.  There  was  never  any  pain  during  the  attacks,  and 
the  ischaemic  stage  only  was  reached.  These  attacks  have 
not  occurred  for  some  years,  but  he  still  has  occasionally  a 
feeling  of  cramp  and  subjective  numbness  in  these  fingers. 
(He  was  carefully  examined  by  us ;  the  hands  were  quite  normal 
at  the  time  of  examination,  and  there  was  no  sign  or  history 
of  any  other  disease.)  The  brother  of  this  grandfather  is  75 
years  of  age,  and  for  the  last  few  years  is  said  to  have  had 
similar  attacks,  in  the  fingers  of  both  hands,  in  cold  weather 
only.  We  had  no  opportunity  of  examining  him.  Our  patient 
is  the  only  one  of  the  descendants  of  these  two  men  who  has 
shown  similar  symptoms. 
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With  regard  to  her  previous  history  there  was  nothing  to 
call  for  remark.  The  first  symptoms  of  the  disease  were 
noted  fourteen  months  before  admission,  when,  without  any 
known  cause,  she  noticed  that  the  distal  segment  of  the  middle 
finger  of  her  right  hand  suddenly  "  went  dead  and  white," 
the  nail  only  appearing  a  little  blue.  During  the  following 
week  she  had  several  attacks,  in  each  of  which  the  middle 
finger  was  the  first  to  "  go  dead,"  but  immediately  afterwards 
the  condition  was  established  successively  in  the  ring  finger, 
the  little  finger,  and  the  index  finger.  One  attack  in  this 
first  week  affected  the  fingers  of  the  left  hand  also.  From 
this  time  onwards  attacks  limited  to  the  fingers  of  the  right 
hand  occurred  with  great  regularity  three  or  four  times  a 
day.  She  had  received  little  benefit  previously  from  treat- 
ment with  drugs  and  liniments,  but  since  she  had  been  treated 
by  the  constant  current  as  an  out-patient  the  attacks  had 
diminished  in  frequency  and  severity,  and  now  occurred  only 
twice  a  day. 

Description  of  the  attacks. — There  was  no  premonitory 
symptom,  nor  any  feeling  of  malaise.  She  used  frequently  to 
complain  of  pain  behind  the  sternum,  but  this  appeared  to 
have  no  relation  to  the  attacks.  The  middle  finger  of  the 
right  hand  suddenly  became  blanched,  and  the  affection  then 
spread  to  the  other  fingers  as  described  above.  Occasionally 
the  march  of  the  spasm  was  deliberate,  frequently  it  was 
extremely  rapid.  The  ischeemic  condition  affected  the  two 
distal  joints  of  the  fingers  only.  The  thumb  was  rarely 
affected.  The  left  hand  was  affected  as  well  as  the  right  on 
one  occasion  only  while  she  was  in  hospital.  There  was  a 
subjective  sensation  of  numbness,  and  on  testing,  it  was  found 
that  there  was  great  blunting  of  painful  sensibility,  and,  to  a 
less  extent,  of  tactile  sensibility.  During  the  attacks  the  fingers 
were  held  semi-flexed,  and  she  said  that  there  was  some  loss 
of  power  in  the  hand.  This  was  not  evident  on  testing.  The 
attacks  lasted  about  five,  in  some  cases  ten,  minutes.  The 
fingers  remained  blanched  throughout,  and  on  no  occasion 
became  livid.  As  they  recovered  their  normal  condition 
there  was  a  sensation  of  tingling,  '^  as  if  they  had  been  to 
sleep,"  but  no  pain. 

The  urine  was  repeatedly  tested  after  the  attacks,  but  no 
trace  of  blood  or  albumen  was  ever  discovered  by  the  ordi- 
nary tests.  (The  spectroscope  was  not  employed.)  The 
urine  was  said  by  her  mother,  in  answer  to  a  leading  question, 
to  have  been  unusually  dark  in  colour  on  one  or  two  occa- 
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sions  before  admission,  but  this  did  not  occur  while  she  was 
in  hospital. 

She  never  complained  of  any  dimness  of  vision  during 
the  attacks. 

There  were  no  changes  in  the  skin,  nor  any  thickening 
around  the  joints. 

The  attacks  were  most  frequent  in  the  early  morning,  and 
never  occurred  in  bed.  The  first  usually  occurred  when  she 
was  washing.  The  temperature  of  the  water  employed  did 
not  have  any  effect  on  the  occurrence  or  the  duration  of  the 
attacks. 

Destructive  changes  in  the  blood  occurred,  as  described 
below. 

She  was  treated  by  a  daily  application  of  the  constant 
current,  the  method  employed  being  that  recommended  by 
Dr.  Barlow.  One  pole  was  placed  on  the  neck,  and  the  other 
in  a  basin  of  salt  solution  in  which  the  hands  were  immersed. 
The  current  employed  was  of  the  greatest  strength  that  the 
patient  could  comfortably  bear,  and  it  was  frequently  inter- 
rupted. She  was  also  treated  by  iron  internally.  The  treat- 
ment was  continued  steadily  for  four  months,  and  marked 
improvement  occurred.  The  attacks  now  occurred  only  four 
times  a  week,  instead  of  several  times  a  day,  and  the  average 
duration  was  not  one  tenth  of  what  it  was  on  admission. 

Changes  in  the  blood. — On  three  occasions  we  were  able 
to  make  a  satisfactory  examination  of  the  blood  drawn  from 
the  fingers  during  an  attack.  A  ligature  was  placed  loosely 
round  a  finger  at  a  time  when  an  attack  was  expected,  and 
as  soon  as  the  ischeemic  condition  of  the  fingers  was  estab- 
lished the  ligature  was  drawn  sufficiently  tight  to  prevent 
the  return  of  blood.  Before  the  end  of  the  attack  we  made  a 
slight  incision  into  the  insensitive  finger-tip,  and  obtained 
enough  blood  for  examination  without  squeezing  the  finger. 
The  drop  was  then  transferred  to  a  slide  by  direct  contact, 
and  cautiously  covered  with  a  thin  cover-glass.  The  prepara- 
tion was  made  rapidly  in  order  to  avoid  evaporation  as  far  as 
possible.  The  specimens  were  at  once  examined  with  powers 
of  1  in.,  ^  in.,  and  g  in.,  and  the  following  changes  were 
observed  on  each  occasion : — There  was  distinct  coloration 
of  the  liquor  sanguinis,  the  tint  of  the  film  being  about  half 
the  deptli  of  that  of  a  healthy  red  blood-corpuscle.  Many  of 
the  red  corpuscles  were  shrivelled  and  irregular  in  shape,  the 
projections  being  much  blunter,  and  less  regular  in  size  and 
form,  than  the  crenations  seen  in  specimens  of  blood  that 
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have  been  allowed  to  evaporate.  Some  of  the  corpuscles 
were  nearly  normal  in  shape,  but  quite  colourless,  while 
several  were  completely  collapsed,  and  what  appeared  to  be 
fissures  could  be  seen  in  their  walls.  There  was  no  increased 
tendency  to  the  formation  of  rouleaux.  The  individual  white 
corpuscles  were  normal,  but  appeared  to  be  relatively  in- 
creased in  number.  There  was  no  increase  of  hsematoblasts, 
nor  were  there  any  "  blood-plates,"  such  as  have  been  de- 
scribed in  cases  of  paroxysmal  hsemoglobinuria. 

To  check  these  observations  blood  was  taken  from  an 
unaffected  finger  of  the  left  hand,  and  also  from  the  lobule 
of  the  ear.  These  specimens  were  completely  normal  in 
every  respect. 

In  consequence  of  the  arterial  spasm  a  very  small  quantity 
only  of  blood  could  be  obtained  from  the  affected  fingers  on 
each  occasion,  so  that  we  were  unable  to  repeat  the  observa- 
tions of  Bristowe  and  Copeman  on  the  specific  gravity  and 
the  actual  number  of  corpuscles  in  the  blood  of  the  finger 
before  and  during  the  attack. 

The  association  of  paroxysmal  hsemoglobinuria  and  Ray- 
naud's disease  has  been  recognised  for  some  years  past  by 
different  observers.  In  his  Appendix  to  his  translation  of 
Raynaud's  papers  on  this  subject,*  Dr.  Thomas  Barlow 
emphasises  this  close  connection,  quoting  cases  recorded  by 
Hutchinson,  Wilks,  Southey,  Dickinson,  &c.,  and  adds  cases 
which  he  has  himself  observed.  The  association  in  these 
cases  was  much  too  close  to  be  regarded  as  a  mere  coinci- 
dence, and  there  was  abundant  evidence  to  warrant  the  con- 
clusion that  the  two  affections  were  really  two  manifestations 
of  the  same  morbid  condition. 

In  these  cases  the  attacks  of  local  asphyxia  were  followed 
by  hgemoglobinmna,  and  in  several  by  jaundice,  both  being  no 
doubt  due  to  a  destruction  of  blood-corpuscles.  There  was 
among  writers  a  difference  of  opinion  as  to  whether  this 
change  occurred  in  the  vessels  themselves,  or  in  the  internal 
organs,  such  as  the  spleen,  liver,  and  kidneys.  A  case  was 
recorded  by  Dr.  A.  T.  Myerst  in  this  Society's  Transactions, 
which  showed  that  these  changes  in  part  at  least  were  peri- 
pheral. He  obtained  blood  from  the  finger  of  a  patient  under 
the  care  of  Dr.  Cavafy,  in  which  the  phenomena  of  Raynaud's 
disease  were  accompanied  by  marked  htemoglobinuria.  He 
described  the  coloration  of  the  blood-plasma,  and  some  crena- 

*  Selected  Monographs,  New  Sydenham  Soc,  1889. 
t  Trans.  Clin.  Soc,  1883. 
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tion  of  the  red  blood-corpuscles,  an  abnormal  tendency  to  the 
formation  of  rouleaux,  and  the  presence  of  large  "blood- 
flakes"  apparently  due  to  the  breaking  down  of  several 
corpuscles,  the  condition  being  exactly  similar  to  that  de- 
scribed by  Boas*  and  subsequently  by  Bristowe  and  Copemanf 
in  cases  of  uncomplicated  haemoglobinuria. 

In  our  case  there  was  never  at  any  time,  as  far  as  we  could 
ascertain,  any  haemoglobin  in  the  urine.  The  coloration  of 
the  serum  was  as  marked  as  in  Dr.  Myers'  case,  and  in  ours 
there  were  greater  changes  in  the  red  corpuscles  visible.  The 
occurrence  of  this  haemoglobinsemia  without  haemoglobinuria 
is  explained  by  the  experimental  observations  of  HayemJ 
and  Ponfick,§  who  injected  into  the  veins  of  animals  either 
haemoglobin  (extracted  from  fresh  blood  by  distilled  water) 
or  distilled  water  to  liberate  the  hsemoglobin  from  the  living 
corpuscles  in  the  vessels.  They  found  that  unless  the  quan- 
tity of  free  haemoglobin  thus  introduced  into  the  circulation 
was  large,  no  haemoglobinuria  resulted.  Probably  in  such 
cases  and  in  our  patient  the  liver,  and  not  the  kidney,  deals 
with  the  free  haemoglobin,  and  excretes  it  in  the  form  of  bile- 
pigment. 

APPENDIX. 

A  Case  in  which  there  ivere  Symmetrical  Trophic  Changes  in 

the  Nails. 

Percy  L.,  aet.  8,  an  otherwise  healthy  boy.  He  is  a 
brother  of  the  patient  with  Raynaud's  disease  whose  case  is 
fully  described  above. 

About  eight  months  ago  he  had  some  injury  to  the  right 
thumb,  which  does  not  seem  in  any  way  to  have  involved  the 
nail,  and  probably  had  nothing  to  do  with  the  subsequent 
changes. 

Six  months  ago  his  mother  noticed  that  the  nail  of  the 
right  thumb  was  losing  the  natural  convexity  and  becoming 
concave  from  side  to  side,  'Hike  a  spoon."  A  very  short 
time  later  an  exactly  similar  change  was  noticed  in  the  nail 
of  the  left  thumb.  Soon  after  this  alteration  in  shape  had 
become  established,  ridges  were  noticed  to  be  forming  at  the 

*  Deutsch.  Arch.f.  klin,  Med.,  1883. 

t  Trans.  Med.  Soc,  1889. 

X  Progres  Medical,  1884. 

§  Quoted  by  Bristowe  and  Copeman,  loc.  eit. 
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root  of  both  nails.  These  were  slight  at  first,  but  as  they 
advanced  towards  the  free  end  they  became  deeper  and  more 
pronounced. 

On  examination  the  alteration  in  the  shape  of  the  nail  is 
observed  to  be  as  described  above.  It  is  slightly  concave  at 
the  root  from  before  backwards,  and  markedly  so  from  side 
to  side.  There  are  seven  transverse  ridges  on  each  thumb- 
nail. Those  at  the  proximal  end  are  much  less  conspicuous 
than  the  older  ones  at  the  distal  end.  In  addition  to  the 
transverse  ridging  there  are  some  slight  superficial  longitu- 
dinal thickenings  of  the  nail,  and  also  several  longitudinal 
cracks.  The  ends  of  the  nail  have  lost  much  of  their 
normal  toughness,  and  fragments  can  easily  be  broken  off 
with  forceps.  There  is  no  special  tenderness,  and  no  changes 
in  the  adjoining  skin. 

The  nails  of  the  index  fingers  show  one  or  two  very  slight 
ridges.  They  are  not  present  in  the  nails  of  the  other 
fingers,  but  all  the  nails  show  the  brittleness  of  the  ends  and 
the  tendency  to  longitudinal  cracking. 

We  regard  the  change  as  closely  allied  to  the  phenomena 
of  Raynaud's  disease  seen  in  the  patient's  sister. 
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XXXIV. — A  case  of  Tubercular  Ulceration  of  the 
Bladder,  in  ivhich  recovery  followed  scraping  of  the 
disease  through  a  supra-jpuhic  incision  after  failure 
of  other  methods  of  treatment.  By  William  Henry 
Battle.     Bead  April  25,  1890. 

EA.,  a  girl  aet.  20,  single,  a  machinist,  was  admitted  into  the 
•     Royal  Free  Hospital  under  my  care  on  February  8,  1889. 

Her  father  is  subject  to  winter  cough.  Her  mother  died 
of  phthisis.  There  is  no  history  of  phthisis  in  the  family 
beyond  this.  She  was  always  healthy,  excepting  for  some 
enlargement  of  the  cervical  glands  upon  catching  cold, 
until  ten  months  before  admission,  when  she  first  noticed 
that  she  had  to  pass  urine  more  frequently  than  usual,  almost 
every  four  instead  of  every  eight  hours.  There  was  pain, 
relieved  by  micturition.  She  slept  well  and  was  not  disturbed 
at  night.  The  m-ine  has  been  thick  since  the  beginning  of 
the  illness,  and  she  has  noticed  blood  in  it  at  times  j  this  has 
been  equally  diffused  in  the  water.  The  patient  has  also  had 
frontal  headache  and  sleepiness  during  the  day  throughout 
the  attack.  The  symptoms  gradually  increased  in  severity, 
more  frequent  micturition  during  the  day,  and  at  night  she 
was  obliged  to  get  up.  Three  months  before  admission  to 
the  Royal  Free  Hospital  she  was  under  my  care  at  Shadwell. 
The  bladder  was  sounded,  but  nothing  definite  was  found ; 
various  medicines  were  tried  without  improvement. 

On  admission  to  the  Royal  Free  Hospital  she  was  a  fairly 
well-developed  girl,  but  somewhat  thin.  She  complained  of 
frequent  micturition,  being  obliged  to  pass  urine  every  hour 
and  a  half  or  two  hours  during  the  day,  and  rise  about  twice 
during  the  night.  There  was  a  feeling  of  fulness  in  the 
hypogastrium,  followed  by  an  aching  pain ;  she  was  then 
obliged  to  empty  the  bladder,  when  the  pain  ceased.  The 
urine  was  slightly  alkaline,  sp.  gr.  1015,  containing  a  con- 
siderable deposit  of  pus,  in  addition  to  which  epithelial  cells 
could  be  seen  under  the  microscope. 

On  examination,  the  lungs,  heart,  and  other  internal 
organs  appeared  to  be  healthy.     There  was  no  tenderness  or 
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rigidity  of  muscles  in  the  flanks.  Catamenia  normal.  Tem- 
perature normal.     No  night  sweats. 

From  February  8  to  20  there  was  an  increase  in  the  amount 
of  urine  collected,  from  23  oz.  with  a  sp.  gr.  of  1015,  to  38  oz. 
with  a  sp.  gr.  of  1038.  She  took  sulphate  of  quinine  by  the 
mouth,  and  was  kept  in  bed.  A  trace  of  blood  was  occasion- 
ally found  in  the  urine. 

On  the  20th  she  was  examined  under  ether.  About  an 
ounce  of  urine  with  much  pus  in  it  was  first  withdrawn, 
and  the  bladder  washed  out  with  boracic  acid  solution.  A 
roughened  surface  could  be  felt  with  the  sound ;  the  urethra 
was  dilated,  and  the  finger  introduced.  An  ulcerated  surface 
of  considerable  extent  was  felt  at  the  base  of  the  bladder  and 
posteriorly,  and  on  the  right  side  was  a  sac,  the  bottom  of 
which  could  not  be  felt  with  the  finger.  The  ulcerated  sur- 
face, which  measured  at  least  2  inches  in  width  by  1^  inches 
from  above  downwards,  was  fairly  well  defined  by  a  firmer 
margin  which  was  somewhat  sinuous.  The  surface  was  soft 
and  vascular,  but  supported  on  a  firm  base.  This  ulcer  was 
rubbed  with  small  sponges  mounted  on  forceps,  and  the  bladder 
again  washed  out  with  boracic  solution. 

The  bladder  was  washed  out  with  boracic  solution  twice 
daily  until  March  25,  when  quinine  and  acid  solution  was 
substituted.  There  was,  however,  very  little  if  any  improve- 
ment in  the  bladder  symptoms,  although  the  quantity  of  pus 
diminished.  She  had,  however,  much  improved  in  general 
health,  and  on  this  date  (25th)  weighed  1\\  lbs.  more  than 
on  admission. 

She  was  again  examined  under  an  ansesthetic  on  April  3, 
the  cystoscope  being  employed.  By  this  an  extensive  granu- 
lation surface  could  be  seen,  but  it  was  difficult  to  define  its 
limits.  With  the  finger  very  little  if  any  change  from  the 
previous  condition  could  be  felt.  From  the  vagina  the  out- 
line of  the  disease  could  be  defined  as  an  irregular  ring  of 
hardness.  What  could  be  removed  from  the  surface  of  the 
ulcer  by  means  of  the  finger-nail  and  Volkman's  spoon  was 
taken  away  or  washed  out  afterwards ;  sponges  were  also 
used  as  on  the  previous  occasion. 

On  April  6  an  emulsion  of  iodoform  (gr.  x  to  5J  of  gly- 
cerine) was  employed ;  5ij  were  left  in  the  bladder  after  it 
had  been  washed  out  with  boracic  solution. 

She  left  the  hospital  on  April  18,  having  gained  weight 
since  admission  to  the  extent  of  14|  lbs. 

The  patient  was  readmitted  to  the  hospital  on  June  25, 
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not  having  improved  since  she  left^  the  treatment  having 
been  imperfectly  carried  out. 

Micturition  took  place  every  hour  or  hour  and  a  half,  and 
she  had  to  get  up  about  four  times  during  the  night.  The 
other  symptoms  were  also  not  improved.  She  was  losing 
flesh  and  had  night  sweats.  The  general  condition  was  fairly 
good,  and  there  appeared  less  induration  about  the  base  of 
the  ulcer  when  examined  from  the  vagina.  The  urine  was 
acid,  sp.  gr.  1012. 

On  July  1  Landerer's  preparation  of  balsam  of  Peru  was 
used  as  an  injection  twice  a  day  (Balsam  of  Peru  and  Mucil. 
Acac.  aa,  01.  Amygdalse  q.  s.,  Sodse  Chlor.  0'7;  Aq.  destill. 
100*0;  five  or  ten  drops  are  to  be  poured  into  a  porcelain 
capsule,  and  a  0*7  per  cent,  solution  of  Sodae  Chlor.,  filtered 
and  made  alkaline  by  a  drop  of  caustic  soda,  is  added  drop  by 
drop  till  the  emulsion  is  feebly  alkaline,  the  yellow-green 
emulsion  taking  a  green  tint ;  it  is  then  strained  through 
linen).  This  injection  caused  pain,  and  she  was  unable  to 
retain  it  long,  even  with  a  previous  injection  of  a  5  per  cent. 
solution  of  cocaine. 

July  13. — No  apparent  improvement.  Balsam  of  Peru 
with  equal  parts  of  oil  substituted  for  Landerer's  solution. 

July  29. — Progress  being  unsatisfactory,  supra-pubic  cys- 
totomy was  performed  in  the  usual  way.  A  rectal  bag  did 
not  aid  much  in  the  operation.  The  bladder  wall  was  incised 
between  silk  threads,  and  the  sides  held  apart  with  these. 
Duck-bill  specula  were  afterwards  found  most  satisfactory  as 
retractors.  The  ulcerated  surface  was  extensive,  spreading 
over  the  left  lateral  and  posterior  wall,  from  the  trigone 
almost  to  the  summit  with  the  bladder  relaxed.  The  margin 
was  less  defined  than  had  been  expected  from  the  previous 
examinations,  but  the  mucous  membrane  was  puckered  towards 
the  diseased  patch,  evidently  from  cicatricial  contraction  after 
partial  healing.  An  attempt  was  made  to  bring  this  nearer 
the  wound  by  pressure  through  the  anterior  vaginal  wall 
under  its  base,  but  it  was  too  much  bound  down.  The  sac  of 
which  mention  has  been  made  as  situated  on  the  right  side 
was  about  the  size  of  a  walnut,  and  covered  with  healthy 
mucous  membrane.  After  scraping  of  the  surface  of  the 
ulcer  it  was  dabbed  over  with  a  solution  of  chloride  of  zinc 
(30  grs.  ad  ^j)-  -^  self-retaining  catheter  was  placed  in  the 
bladder,  and  a  drainage-tube  through  the  lower  part  of  the 
wound,  a  silk  suture  being  placed  in  the  upper  part.  Anti- 
septic dressings  with  iodoform  were  employed. 
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The  drainage-tube  was  removed  on  August  3,  and  the  in- 
creased discharge  which  had  followed  the  operation  was  dimin- 
ishing. On  the  5th  no  fluid  came  through  the  wound  on 
irrigation  of  the  bladder.  On  the  10th  the  catheter  was  re- 
moved, and  frequent  irrigation  practised.  She  could  not 
hold  urine  for  more  than  twenty  minutes,  and  complained  of 
soreness  on  micturition. 

On  September  4  she  had  been  up  for  five  days ;  she  re- 
tained urine  for  more  than  an  hour,  and  the  proportion  of  pus 
was  much  less  than  before  the  operation. 

The  wound  was  healed  on  the  8th,  and  on  the  20th,  when 
she  was  discharged,  there  was  a  very  slight  sediment  of  pus 
in  the  urine.  There  was  no  pain  or  discomfort  before  mictu- 
rition, and  she  could  retain  urine  for  nearly  three  hours. 
Further  improvement  has  followed. 

Examination  of  the  granulation  tissue  removed  at  the  opera- 
tion showed  caseous  degeneration  of  tubercular  deposit,  but  no 
bacilli  or  giant-cells  were  found,  nor  could  any  be  discovered  in 
the  urine,  though  this  was  examined  on  more  than  one  occa- 
sion during  the  progress  of  the  case.  Although  the  urine 
was  alkaline  to  a  slight  extent  when  the  patient  was  admitted, 
it  soon  became  acid  and  retained  that  reaction. 

I  saw  the  patient  on  the  8th  of  this  month ;  she  expressed 
herself  as  being  in  good  health,  and  she  looked  it.  Since 
leaving  the  hospital  she  had  done  her  work  and  put  on  flesh. 
Could  hold  her  urine  for  three  hours  at  a  time,  suffered  no 
pain  nor  inconvenience  from  it.  She  could  not  hold  urine  for 
longer  than  three  hours,  and  considering  the  diminution  in 
size  of  the  bladder  that  must  have  followed  the  cicatrisation 
and  contraction  of  such  a  large  surface  as  that  involved  in 
the  disease,  this  is  not  a  matter  of  surprise  to  me. 

It  is  possible  that  in  the  case,  the  notes  of  which  I  have 
read,  it  was  my  good  chance  to  find  a  tubercular  lesion  hav- 
ing its  only  seat  in  the  bladder,  not  having  spread  to  it  from 
other  parts,  but  having  commenced  in  the  mucous  membrane 
of  that  organ  as  a  primary  deposit.  I  hope  that  it  is  so,  that 
the  patient  will  prove  ultimately  to  have  fully  recovered  from 
the  disease ;  and  I  am  the  more  inclined  to  take  a  favorable 
view  from  the  continuing  improvement  which  has  followed 
the  operation. 

Primary  tubercular  disease  of  the  bladder  is  a  rare  condi- 
tion, the  deposit  in  that  part  being  usually  secondary  to 
tubercle  of  the  kidneys,  and  invading  the  bladder  in  the  close 
neighbourhood  of  the  ureters.     Without  an  exploration  of  the 
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bladder  it  was  impossible  to  say  wbat  the  symptoms  indicated^ 
tbere  being  no  one  symptom  of  very  great  prominence^  and 
no  bistory  leading  to  any  evidence  as  to  tbe  cause  of  the  sym- 
ptoms. They  resemble  very  much  those  met  with  in  some 
early  forms  of  renal  tuberculosis,  and  at  the  time  the  patient 
was  under  treatment  I  explored  the  bladder  of  a  girl,  «t.  16, 
with  almost  identical  signs  of  local  trouble,  but  nothing  could 
be  discovered  in  any  way  abnormal,  nor  could  the  kidneys  be 
felt  to  be  enlarged  even  under  ansesthetic.  I  have  very  little 
doubt  that  patient  was  the  subject  of  early  renal  disease  due 
to  tubercle. 

The  operation  of  supra-pubic  cystotomy  has  been  rarely  re- 
sorted to  for  the  direct  treatment  of  tubercular  deposit  in  the 
bladder,  but  success  has  been  obtained  by  Guyon,  who  re- 
cords three  cases,  and  Reverdin,  who  records  one.  I  know  of 
no  published  case  in  this  country.  I  do  not  propose  to 
narrate  their  cases,  although  they  are  of  very  great  interest. 
In  all  the  distress  caused  by  the  bladder  symptoms  was  ex- 
treme, the  patients  were  males,  and  in  all  tubercle  bacilli  were 
found  in  the  urine.  In  my  patient  the  symptoms  of  cystitis 
persisted  in  spite  of  general  treatment  and  local  applications  ; 
this  led  to  exploration  of  the  bladder,  and  the  attempt  to  im- 
prove the  ulceration  which  was  found,  by  scraping  through 
the  urethra  and  rubbing  the  surface  with  dry  sponges.  This 
and  further  local  and  general  treatment  did  not  cause  any  im- 
provement in  the  bladder  symptoms,  though  the  girl  grew  fat 
and  increased  in  strength.  Under  these  circumstances,  and 
considering  the  lapse  of  time,  it  seemed  justifiable  to  proceed 
further,  before  there  was  any  evidence  of  tubercular  deposit 
elsewhere.  I  knew  that  there  was  a  definite  local  lesion  of  sufii- 
cient  extent  to  account  for  the  symptoms  from  which  she 
suffered,  and  it  seemed  advisable  to  attack  it  directly. 

I  can  recall  more  than  one  instance  of  cystitis,  probably 
tubercular,  which  would  have  been  benefited  by  some  form  of 
incision  into  the  bladder,  either  through  the  perinaeum  or 
over  the  pubes ;  whether  it  might  have  been  practicable  to 
deal  with  them  successfully  so  far  as  regards  active  treatment 
of  the  disease  it  is  not  possible  to  say. 

The  successes  recorded  by  Guyon  and  Reverdin  were  ob- 
tained in  three  cases  (two  of  them  by  the  former)  after  free 
scraping  away  of  the  disease  and  the  application  of  the 
thermo-cautery  to  the  scraped  surfaces.  I  preferred  a  strong 
solution  of  chloride  of  zinc  as  an  application  after  the  scraping. 
The  surface  Avas  so  unusually  large  that  subsequent  slough- 
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ing  was  feared  from  the  use  of  the  cautery,  and  I  have  ob- 
tained good  results  from  chloride  of  zinc  in  the  treatment  of 
tubercular  lesions  of  other  parts  of  the  body.  Some  of  the 
solution  escaped  to  the  surrounding  mucous  membrane,  and 
caused  a  temporary  inflammation  of  it. 

As  much  benefit  has  been  derived  from  this  operation  in 
at  least  one  case  where  there  was  marked  tubercle  of  other 
organs,  I  would  not  restrict  its  performance  to  cases  such  as 
mine,  where  no  evidence  of  tubercular  disease  existed  in  other 
parts,  but  would  advocate  it  when  the  distress  caused  by  fre- 
quent and  painful  micturition  was  severe.  Even  though 
there  might  be  no  prospect  of  cure,  the  relief  obtained  would 
prove  justification  for  its  performance.  Then,  again,  in  cases 
of  obstinate  cystitis  with  the  presence  of  bacilli  in  the  urine, 
exploration  of  the  bladder  should  be  undertaken  early  if 
there  is  no  evidence  of  renal  disease,  and  any  local  disease 
removed,  if  possible,  in  a  thorough  manner.  It  will  be  interest- 
ing to  hear  the  experience  of  other  members  of  the  Society 
on  the  results  of  treatment  in  these  cases.  Landerer  claims 
success  in  a  case  of  tubercular  cystitis  treated  with  the  pre- 
paration of  balsam  of  Peru  which  I  tried  without  satisfaction, 
but  it  should  be  remembered  that  the  ulcer  showed  signs  of 
healing  at  the  operation,  but  whether  in  consequence  of 
earlier  measures  or  from  this  preparation  I  cannot  say. 
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XXXV. — Case  of  Disease  of  the  Middle  Ear,  in  which 
sym'ptoms  suggesting  cerebral  abscess  were  coinpletely 
relieved  by  treatment  of  the  ear  trouble.  By  Har- 
rington Sainsbury,  M.D.,  and  W.  H.  Battle.  Bead 
May  9,  1890. 

GEORGE  P.,  aet.  30,  single,  labourer,  admitted  June  26, 
1889,  into  tlie  Royal  Free  Hospital. 

Family  history. — Nothing  bearing  on  the  case. 

Personal  history. — Strong  and  healthy  all  his  life.  In 
army  from  1878  till  1885-6;  served  in  Malta,  Cyprus, 
Egypt — in  last  place  during  the  recent  war.  Whilst  in  Egypt 
was  subject  to  bad  headaches ;  these  were  worse  at  night.  It 
was  subsequently  ascertained  from  the  patient  that  he  had 
been  in  hospital  in  Egypt  with  head  symptoms  (pain),  for 
which  he  had  been  blistered.     No  history  of  syphilis. 

Statement  obtained  from  the  jpatient. — On  the  10th  of  June 
he  suffered  from  prolonged  exposure  to  the  sun  during  a 
drive;  he  dropped  off  to  sleep  during  the  journey;  on 
awakening  he  felt  giddy  and  dazed.  Since  then  he  has 
suffered  from  severe  and  constant  headache  passing  from 
occiput  over  vertex  to  forehead,  and  the  pain  has  increased  of 
late.  He  has  felt  stupid  and  drowsy,  and  several  times  has 
been  on  the  verge  of  unconsciousness,  but  has  not  slept.  He 
has  felt  very  giddy.  For  the  four  days  before  his  admission 
there  has  been  frequent  vomiting ;  the  bowels,  however,  have 
acted  regularly.  He  has  noticed  of  late  that  his  sight  has 
been  blurred  and  dim. 

From  the  landlady  it  was  learned  that  on  the  day  of  the 
drive,  June  10,  he  had  been  unconscious  in  the  evening,  and 
on  several  other  occasions ;  that  he  had  since  been  strange  in 
his  manner,  that  the  vomiting  above  mentioned  had  been 
frequent. 

Report  of  the  'present  state  on  admission. — Patient  lies 
on  his  back  with  legs  extended,  the  face  is  flushed,  the  eyes 
fixed,  the  expression  vacant.  The  eyeballs  rotate  upwards 
occasionally,  showing  only  the  whites  ;  the  pupils  are  equal, 
moderately  contracted ;  they  react  slowly  to  light  and  to  ac- 
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commodation.  On  the  lips  and  right  side  of  the  mouth  there 
are  patches  of  herpes.  The  patient  is  very  restless.  He 
answers  questions  fairly  readily  and  distinctly,  but  seems  to 
have  a  difficulty  in  recalling  things  to  mind,  and  the  effort 
increases  the  pain  in  the  head.  Now  and  again  he  shows  an 
inclination,  when  roused,  to  be  noisy,  and  puts  his  hand  to  his 
head.  He  complains,  when  questioned,  of  gnawing  pain  in 
the  head  as  described  above,  of  pain  at  the  back  of  the  eye- 
balls, increased  by  light ;  also  of  pain  along  the  spine  down 
to  the  loins,  and  that  it  hurts  him  to  bend  his  back.  He 
suffers  from  giddiness.  He  says  he  has  not  slept  for  a  fort- 
night. The  temperature  is  raised,  99*6° — 101°;  the  pulse  64, 
full,  rather  incompressible  ;  the  breathing  20,  full ;  the  tongue 
red  at  the  tip,  furred  at  the  dorsum. 

On  examination  the  patient  was  found  to  have  perfect 
control  over  his  limbs.  The  superficial  reflexes,  plantar  and 
abdominal,  were  present,  the  knee-jerks  were  absent;  there 
was  no  clonus.  The  optic  discs  showed  doubtful  blurring  of 
the  margins ;  the  vessels  were  distinctly  tortuous,  the  veins 
dark  and  full. 

The  examination  of  the  abdomen  was  negative;  that  of 
the  chest  gave  some  impairment  of  note  at  the  bases  behind. 

For  the  next  three  weeks  the  patient  remained  very  much  in 
the  same  state  as  on  admission.  The  pain  in  the  neck  and  head, 
especially  the  back  of  head,  was  tolerably  constant,  and  with 
the  heaviness  or  drowsiness  formed  the  most  obvious  symptoms. 
There  were,  however,  occasional  remissions  in  the  degree  of 
pain.  Stiffness  in  the  neck  was  at  times  complained  of. 
Some  inequality  of  the  pupils  developed,  the  right  being 
rather  larger  than  the  left,  but  this  was  not  a  fixed  quantity, 
and  throughout  the  pupils  reacted  to  light  and  accommodation. 
On  one  or  two  occasions  the  patient  said  he  saw  double.  On 
July  12  the  discs  were  distinctly  blurred,  and  on  the  17th 
there  was  well-marked  double  optic  neuritis  of  about  equal  in- 
tensity on  the  two  sides.  There  was  a  haemorrhage  at  the 
edge  of  the  right  disc.  Throughout  there  was  pyrexia  of  a 
very  irregular  type ;  it  was  for  the  most  part  intermittent, 
the  maximal  temperatures  ranging  between  101°  and  102°. 

Vomiting  was  not  a  feature  in  the  patient's  complaint  after 
his  admission.  On  the  18th  of  July  the  house  physician.  Dr. 
Evans,  ascertained  that  the  patient  had  been  deaf  of  the  left 
ear  since  a  child,  and  that  he  had  had  discharge  from  this 
ear.  It  was  then  found  that  with  the  left  ear  he  was  almost 
completely  deaf,  being  even  unable  to  hear  through  the  bone. 
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On  examination  with  the  speculum  the  deeper  parts  of  the 
ear  were  found  to  be  moistened  with  a  foetid  purulent  dis- 
charge, and  what  appeared  to  be  a  pale  juicy  granulation 
tissue  filled  up  the  far  end  of  the  meatus. 

Mr.  Battle  was  then  asked  to  examine  the  patient,  and  his 
report  was  that  there  was  a  polypus  with  broad  base  growing 
from  the  posterior  wall  of  the  middle  ear,  and  projecting  into 
the  external  meatus.  It  was  thereupon  decided  that  the  pa- 
tient should  be  operated  on,  and,  as  a  preliminary,  that  the 
mastoid  process  should  be  trephined  and  all  diseased  tissues 
scraped  away.     This  was  done  on  the  27th  of  July. 

Before  describing  the  operation  it  may  be  well  to  state 
that  the  patient's  condition  had  proved  wholly  intractable 
under  the  following  treatment : — Ice-bag  to  the  head,  free 
opening  of  bowels,  antipyrine,  in  the  first  instance ;  subse- 
quently blistering  behind  the  ear  and  in  the  nape  of  the  neck 
and  bromide  of  potassium  with  iodide  of  potassium,  the  latter 
in  increasing  dose,  viz.  up  to  5ss  pro  dosi — thrice  daily. 
Mercury  was  added  to  the  mixture  on  July  26,  but  in  view 
of  the  absence  of  results  so  far  it  was  resolved  to  delay  no 
further. 

On  July  26  Mr.  Battle  examined  the  ear,  and  found  what 
appeared  to  be  a  granulation  polypus  growing  from  the  middle 
ear,  the  base  of  which  could  not  be  defined  with  a  probe.  There 
was  no  tenderness  over  the  mastoid,  nor  any  evidence  of 
inflammation  of  that  process.  The  optic  neuritis  was  very 
intense.  He  answered  questions  slowly  but  correctly,  and 
complained  of  pain  in  the  head  not  localised  to  the  neighbour- 
hood of  the  ear.  There  was  an  offensive  smell  but  little 
discharge. 

July  27. — Next  day  the  external  meatus  was  so  much 
swollen  that  it  was  impossible  to  see  the  granulations  beyond. 
It  was  not  found  possible  to  pass  wire  snare  beyond  the 
swelling  of  meatus  so  as  to  remove  any  growth,  and  a  probe 
passed  to  the  middle  ear  showed  presence  of  gritty  material 
in  the  surface  of  the  bone.  A  Volkmann's  spoon  was  then 
introduced,  and  the  granulation  growth  with  some  foul- 
smelling  caseous  material  scraped  away.  The  meatus  was 
washed  out,  and  it  was  found  that  a  bent  probe  passed  readily 
into  the  mastoid  cells  through  a  large  opening.  The  mastoid 
process  was  then  exposed  by  the  usual  incision  and  the 
periosteum  elevated.  The  bone  was  then  trephined  in  a 
position  corresponding  to  the  point  of  the  probe,  and  the 
circle  of  bone  elevated.  The  bone  was  hard.  This  opening 
yoL.  xxiii.  14 
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was  enlarged  with  the  chisel,  and  the  cavity  thus  exposed. 
Examined,  it  was  filled  with  a  thick,  greyish,  pultaceous, 
stinking  material,  and  was  of  large  size.  It  extended  nearly 
to  the  tip  of  the  process,  and  upwards  for  an  inch  above  the 
level  of  the  middle  of  the  external  auditory  meatus.  Bounded 
in  every  direction  by  bone,  excepting  in  front,  where  it  com- 
municated Avith  the  middle  ear  by  a  large  opening,  it  was 
lined  by  a  thin  membrane,  and  presented  no  trace  of  other  cavi- 
ties. A  large  amount  of  the  pultaceous  material  Vv^as  removed 
with  the  spoon,  and  the  cavity  then  washed  clean  with  per- 
chloride  solution,  any  softened  portion  of  bone  being  scraped 
away.  The  ear  and  abscess  cavity  were  then  swabbed  out  with 
chloride  of  zinc  solution  (40  grs.  ad  ^j);  washed  again  with 
perchloride  solution,  a  drainage-tube  passed  from  the  cavity 
into  the  ear  and  out  through  the  meatus.  Iodoform  was 
freely  used,  and  sal  alembroth  gauze  applied. 

The  tube  was  kept  in  position  until  the  21st  of  August, 
and  the  ear  syringed  daily  with  perchloride  solution.  It  was 
difficult,  however,  to  prevent  a  foetid  odour.  This  syringing 
with  the  use  of  iodoform  powder  to  the  meatus  and  the 
wound  was  continued  until  the  external  wound  was  closed. 

On  the  day  following  the  operation  the  temperature  had 
fallen  to  normal ;  it  remained  so  thenceforward.  The  occipi- 
tal pain  became  much  less,  and  soon  disappeared  entirely, 
though  for  a  long  time  there  was  pain  referred  to  the  left  ear 
and  left  side  of  the  head.     The  patient  had  good  nights. 

Two  or  three  days  after  the  operation  some  loss  of  power  on 
the  left  side  of  the  face  appeared ;  on  the  sixth  day  the  whole 
of  the  left  half  of  the  face  was  partially  paralysed.  This 
weakness  then  gradually  subsided,  and  finally  disappeared 
before  he  left  the  hospital  on  September  14. 

On  August  9,  thirteen  days  after  the  operation,  the  optic 
neuritis  appeared  to  be  subsiding,  the  vessels  centrally  being 
more  visible.  A  week  later  the  subsidence  was  undoubted. 
A  week  later  the  discs  when  seen  by  Mr.  Mackinlay  showed 
only  slight  optic  neuritis.  A  hEemorrhage  outside  the  disc 
which  had  been  very  prominent  had  now  disappeared.  Four 
days  later  the  choroidal  margin  was  visible  on  the  outer  side 
of  either  disc.  Vision  when  tested  on  August  31  gave  Snellen 
No.  1  read  at  14"  with  some  difficulty. 

On  September  14  the  patient  was  discharged  ;  there  was  a 
slight  secretion  from  the  wound,  for  which  the  patient  was  to 
attend  as  an  out-patient. 

Tliere  is  one  condition  which  remains  to  be  referred  to; 
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for  the  sake  of  clearness  it  has  been  so  far  omitted.  On  ad- 
mission the  patient  was  found  to  have  some  impairment  of 
note  at  the  bases  behind ;  this  was  most  marked  on  the  left 
side,  and  here  crepitations  were  heard.  Accompanying  these 
signs,  which  at  no  time  were  very  pronounced,  there  was]slight 
cough  and  a  moderate  spitting,  the  sputa  being  blood-stained. 
On  the  day  before  the  operation  there  is  a  note  that  the  sputa 
are  mucoid  and  stained  with  bright  blood,  and  about  one  ounce 
in  quantity  (in  twenty-four  hours) . 

After  the  operation,  cough,  as  a  symptom,  ceased,  and 
there  is  no  further  record  of  any  heemoptysis. 

The  case  is  recorded  for  two  purposes ;  the  first  has  refer- 
ence to  diagnosis,  the  second  to  treatment. 

Here  was  a  man  who  during  his  service  as  soldier  had 
suffered  from  exposure  to  heat,  who  whilst  in  Egypt  had  been 
the  subject  of  bad  headaches,  and  had  even  been  in  hospital 
on  one  occasion  with  head  symptoms.  This  man,  in  whom  the 
syphilitic  taint  was  likely  in  spite  of  a  negative  history,  deve- 
lopes,  after  exposure  to  heat,  an  attack  of  intense  headache 
Avith  vomiting ;  he  is  heavy,  even  drowsy  at  times.  An  optic 
congestion  then  appears  and  subsequently  passes  into  a  con- 
dition of  intense  papillitis.  There  is  a  certain  amount  of 
irregular  fever.  What  was  the  diagnosis  ?  In  the  early 
stage,  before  the  optic  neuritis  had  become  well  marked,  the 
patient  was  supposed  to  be  suffering  from  heat-stroke. 

It  is  true  the  rather  vague  physical  signs  at  the  bases  of 
the  lungs,  with  the  patch  of  herpes  on  the  lips,  did  not  fit  in 
very  well  with  this  diagnosis ;  and  yet,  on  the  other  hand,  it 
was  not  possible  to  regard  the  case  as  one  of  pneumonia  with 
cerebral  symptoms. 

On  the  development  of  the  optic  neuritis  in  a  pronounced 
form  the  diagnosis  of  gross  intracranial  mischief  was  made, 
and  in  the  absence  of  clear  evidence  as  to  its  nature  the 
patient  was  put  on  antisyphilitic  treatment,  potassium  iodide 
being  given  up  to  gr.  xxx  three  times  a  day.  It  was  during 
this  treatment  that  somewhat  accidentally  the  patient's  deaf- 
ness of  the  left  ear  was  discovered,  and  that  on  examination 
the  condition  described  above  was  found.  The  irregular  tem- 
perature ought  to  have  suggested,  at  an  early  stage,  the  possi- 
bility of  intracranial  suppuration  and  to  have  called  for  a 
thorough  search  for  cranial  bone  disease ;  but  it  must  be  re- 
membered that  the  lung  symptoms  and  signs  present  might 
in  part  have  accounted  for  the  pyrexia  which  obtained. 

With  the  discovery  of  ear  disease  the  diagnosis  of  cerebral 
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abscess  was  definitely  made  ;  so  sure  of  this^  in  fact,  did  we  feel 
tliat  the  operation  of  clearing  away  the  diseased  parts  around 
the  ear  was  done  only  as  a  preliminary  to  the  opening  of  the 
cranium. 

The  subsequent  course  of  events  makes  it  certain,  we  think, 
that  there  was  no  such  suppuration  inside  the  skull ;  in  evi- 
dence we  have  the  immediate  fall  of  the  temperature,  and  the 
lessening-  and  gradual  disappearance  of  the  head  symptoms, 
most  important  among  these  being  the  subsidence  of  the  optic 
neuritis.  So  far  then  as  it  goes  this  case  establishes  the  state- 
ment that  disease  of  the  bones  of  the  ear  may  cause  a  double 
optic  neuritis  of  great  intensity.  It  is  on  this  point  that  we 
should  be  glad  to  have  the  opinion  of  the  Society,  and  we  lay 
stress  on  the  fact  of  the  intensity  of  the  neuritis. 

Mr.  Barker,  in  his  most  interesting  lectures  at  the  College 
of  Surgeons  on  "  Intracranial  inflammations  starting  in  the 
temporal  bone,"  has  drawn  attention  to  the  occurrence  of 
optic  neuritis  in  middle  ear  disease,  and  he  discusses  the  mode 
of  production  of  such  neuritis.  Without  attempting  to  con- 
sider this  subject  at  length,  we  would  point  out  the  difficulty 
which  a  double  optic  neuritis  of  equal  intensity  presents  to 
any  explanation  of  the  phenomenon  by  a  local  spreading — as, 
for  instance,  by  lymphatics. 

The  relation  of  optic  neuritis  to  gross  intracranial  mis- 
chief remains  very  obscure ;  the  present  case  may  perhaps 
help  to  throw  some  light  on  this  relation  by  establishing 
another  factor  in  its  causation.  Meanwhile  we  would  only 
insist  that  ear  disease  may  simulate  gross  disease  within  the 
cranium  in  respect  of  the  optic  neuritis  produced. 

It  need  hardly  be  said  that  the  inference  here  drawn  is  a 
clinical  one.  The  absence  of  any  residuum  of  symptoms  has 
led  us  to  conclude  the  absence  of  any  pathological  residuum. 
In  so  doing  we  are  not  forgetful  of  the  latency  of  many  intra- 
cranial lesions  and  in  particular  of  cerebral  abscess. 

To  one  other  point  we  would  draw  attention,  viz.  to  the 
heemoptysis  present  during  the  period  before  the  operation, 
and  which  did  not  recur  after  it.  The  most  reasonable  ex- 
planation of  this  appears  to  be  the  occurrence  of  partial  clot- 
ting in  the  lateral  sinus,  with  the  occasional  detachment  of 
the  clot  and  its  arrest  in  the  lung.  To  such  involvement  of 
the  lateral  sinus  in  ear  disease  Mr.  Barker  makes  reference  in 
the  lectures  above  quoted. 

As  to  treatment,  the  point  we  would  raise  is  that  in  all 
cases  of  ear  disease  with  head  symptoms  sufficiently  grave  to 
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call  for  operative  interference^  and  including  even  a  severe 
optic  neuritis,  the  patient  should  not  be  subjected  to  tlie 
major  operation  of  craniotomy  till  the  minor  operation  of 
clearing  away  all  extracranial  disease  has  been  performed, 
and  a  certain  time  has  been  allowed  to  elapse,  in  order  that 
symptoms  due  to  this  extracranial  disease  should  have  had 
the  opportunity  for  subsiding. 
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XXXVI. — Gases  of  Optic  Neuritis  associated  with  piirii' 
lent  inflammation  in  the  neighhourliood  of  the  lateral 
sinus.     By  Arthue  E.  Barkee.   'Bead  May  9, 1890. 

THE  object  of  tlie  following  notes  is  to  draw  attention  to 
tlie  occasional  association  of  optic  neuritis  with  certain 
inflammatory  conditions  of  the  temporal  bone  starting  in 
catarrh  of  the  middle  ear.  It  has  fallen  to  my  lot  to  see  a 
great  deal  of  disease  in  this  region_,  and  from  facts  before  me 
I  am  inclined  to  think  that^  if  looked  for,  optic  neuritis  would 
be  found  in  many  cases  of  severe  inflammation  of  the  tem- 
poral bone  in  which  clinically  there  is  no  evidence  of  any 
proper  intracranial  disease.  If  this  should  turn  out  to  be  the 
case,  a  fresh  difiiculty  arises  in  explaining  the  aetiology  of 
this  remarkable  condition  of  the  eye  by  any  of  the  current 
hypotheses.  But  at  the  same  time  if  it  be  a  fact,  it  is  certain 
some  time  or  another  to  assist  us  in  the  solution  of  the  problem. 
Whether  the  two  cases  now  to  be  related,  in  which  optic 
neuritis  was  undoubtedly  present,  ran  their  course  without 
any  trace  of  intracranial  disease  properly  so  called,  it  is  im- 
possible to  say  positively,  inasmuch  as  both  of  them  recovered ; 
but  so  far  as  the  clinical  evidence  went,  there  was  nothing  during 
the  whole  course  of  the  affection  from  which  they  suffered  to 
indicate  the  presence  of  either  meningitis  or  cerebral  abscess. 
In  another  case,  too,  in  which  optic  neuritis  was  discovered 
in  the  eye  department,  and  which  was  brought  to  me,  no 
cause  for  the  condition  could  be  found  except  a  very  stub- 
born inflammation  of  both  middle  ears.  But  though  such 
cases  are  very  significant,  and  should,  I  think,  be  looked  out 
for,  still  it  is  quite  certain  that  a  very  large  majority  of  cases 
of  severe  mischief  about  the  middle  ear  and  mastoid  process 
run  their  course  to  recovery  or  death  without  any  evidence  of 
optic  neuritis.  For  a  long  time  past  I  have  been  in  the  habit 
of  examining  the  eye  in  nearly  every  case  of  severe  middle 
ear  disease  which  has  come  under  my  care,  but  though  I  must 
thus  have  examined  many  scores  of  cases,  I  have  only  seen 
the  optic  condition  in  the  three  referred  to,  together  with  one 
already  recorded  in  which  I  operated  on  a  temporo-spheuoidal 
abscess  with  recovery. 
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1  have  already  suggested  a  possible  explanation  of  the 
optic  papillitis  occurring  in  such  cases,  presumably  unasso- 
ciated  with  any  lesion  of  the  encephalon  proper,*  and  need 
not  further  allude  to  it  now,  but  simply  record  the  cases 
briefly.  We  want  a  good  deal  more  material  before  we  shall 
be  able  to  generalise  safely.  In  the  meantime  every  recorded 
case  may  help  to  stimulate  observation  in  this  field. 

Case  1. — Alice  B.,  set.  14,  was  admitted  August  11,  1886, 
into  University  College  Hospital,  Her  family  and  personal 
history  were  good.  She  had  had  measles  in  1882.  Ever 
since  infancy  there  had  been  a  discharge  from  both  middle 
ears  and  frequent  earache.  For  a  couple  of  months  before 
admission  this  earache  had  been  severe,  and  during  the  last 
fortnight  there  had  been  much  swelling  over  the  right  mas- 
toid process  and  above  the  auricle.  This  swelling  on  admis- 
sion was  found  to  be  very  tender  and  to  fluctuate.  Both  ears 
at  this  time  discharged  freely.  The  patient  was  heavy  and 
listless.  The  temperature  was  subnormal,  ranging  between 
97°  and  98°.     There  was  marked  optic  neuritis. 

The  case  being  evidently  urgent,  I  operated  at  once  on 
the  mastoid  process,  which  was  already  carious,  and  per- 
forated at  a  point  about  half  an  inch  above  and  half  an  inch 
behind  the  centre  of  the  meatus  of  the  ear.  This  carious 
perforation  led  into  the  mastoid  antrum,  and  nothing  re- 
mained for  me  to  do  but  enlarge  it  somewhat,  and  to  scrape 
away  the  diseased  bone  and  granulations  wherever  found,  so 
as  to  establish  a  free  outlet  for  inflammatory  products  from 
the  middle  ear.  The  whole  area  of  operation  was  then 
thoroughly  washed  out. with  carbolic  solution,  powdered  with 
iodoform,  and  covered  with  a  boracic  fomentation. 

The  next  day  the  patient  appeared  better,  but  the  tem- 
perature remained  subnormal  all  day,  97°  to  98°.  On  the 
13th  there  was  pain  over  the  temporal  region,  but  no  sick- 
ness, and  the  bowels  were  open.  On  injection,  fluid  did  not 
pass  freely  between  the  meatus  and  the  mastoid  opening. 
The  temperature  was  higher,  ranging  from  97*8°  to  101'G°, 
but  the  headache  was  gone.  From  this  date  until  the  20th 
the  patient's  condition  was  very  critical.  She  was  very 
feeble,  had  diarrhoea,  was  heavy  and  listless,  and  the  tempe- 
rature varied  daily  between  97°  and  104°.  From  the  20th  to 
the  27th  she  had  5SS  of  Warburgh's  tincture  three  times  daily, 
with  perhaps  some  benefit  as  to  temperature,  which  was  a 
*  Hunlerian  Lectures,  1881t. 
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little  lower  and  steadier.  On  tlie  28tli  it  was  discontinued. 
From  tliis  on  there  was  steady  improvement  in  every  way, 
but  still,  until  tlie  patient  was  discharged  from  hospital  on 
September  23,  there  was  irregularity  of  temperature. 

The  ear  and  mastoid  antrum  all  through  her  stay  in 
hospital  were  regularly  syringed  out  with  boracic  lotion,  and 
the  posterior  opening  was  kept  patent  with  a  leaden  drain- 
tube  until  long  after  she  went  home.  For  several  months 
she  continued  to  attend  as  an  out-patient,  and  was  observed 
rapidly  to  regain  flesh  and  spirits.  At  the  end  of  three 
months  the  optic  neuritis  had  nearly  disappeared,  and  though 
there  was  still  an  opening  into  the  mastoid  antrum  there 
was  little  or  no  discharge.  All  trace  of  head  troubles  had 
disappeared  at  this  time,  and  she  appeared  well  and  cheerful 
though  rather  deaf. 

Case  2. — Albert  D.,  get.  8,  was  admitted  into  University 
College  Hospital  on  September  16,  1886.  He  had  been 
always  delicate,  and  had  had  scarlet  fever  two  years  before, 
since  which  there  had  been  a  discharge  from  the  right  ear, 
for  which  he  had  been  treated  at  various  hospitals.  About  a 
fortnight  before  admission  he  got  very  hot,  and  to  cool  him- 
self went  paddling  about  in  a  pond  without  his  shoes  and 
stockings.  For  the  next  few  days  his  ear  was  very  painful, 
and  was  poulticed. 

On  admission  on  September  161  found  the  boy  very  heavy, 
dull,  and  feverish.  Temp.  104-2°.  The  whole  right  mastoid 
region  was  intensely  tender  and  moderately  swollen,  but  there 
was  no  perceptible  fluctuation.  There  was  but  little  discharge 
from  the  ear,  although  I  found  a  large  opening  in  the  mem- 
brana  tympani.  This  was  blocked  by  thick  white  cholestea- 
tomatous  material,  which  also  filled  the  middle  ear. 

I  at  once  cut  down  upon  the  mastoid  process,  and  found 
just  a  trace  of  pus  under  the  periosteum.  The  bone  was  much 
sclerosed  and  thickened,  and  the  antrum  was  only  reached 
after  considerable  gouging.  "When  a  little  bone  had  been 
removed  pus  began  to  ooze  through  the  pores  of  the  tissue,  and 
when  the  antrum  was  reached  it  rushed  out  with  considerable 
force  and  in  large  quantity.  I  then  laid  bare  the  posterior 
aspect  of  the  mastoid  process  and  the  emissary  vein,  and 
found  that  from  the  foramen  through  wdiich  the  latter  runs 
a  stream  of  pus  escaped,  evidently  under  considerable  pressure. 
This  of  course  came  from  the  sulcus  lateralis  within  the  skull. 
Here,  too,  the  bone  was  chiselled  away  until  the  pus  ran  out 
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freely  from  around  the  lateral  sinus.  A  syringe,  fitting  the 
meatus  closely,  now  forced  out  a  quantity  of  thick  white 
cholesteatomatous  material  from  the  mastoid  opening.  When 
the  whole  cavity  had  thus  been  cleansed  with  carbolic  solu- 
tion the  wounds  were  dusted  with  iodoform  and  covered  Avith 
boracic  fomentations.  After  the  operation  rapid  improve- 
ment took  place.  The  temperature  fell  from  104'2°  to  99°  in 
twenty-four  hours,  and  afterwards  usually  ranged  from  98"4°to 
100° ;  twice  it  fell  to  98°.  In  other  ways  he  was  soon  quite  well, 
except  for  a  tendency  to  constipation.  About  the  third  week 
after  operation  his  eyes  were  examined,  and  slight  optic 
neuritis  was  found  on  the  right  side,  the  left  optic  disc  being 
normal.  About  this  time  he  drew  attention  to  total  blindness 
of  the  left  eye,  the  vision  of  which  on  examination  was  found 
to  be  quite  gone.  Both  pupils  were  always  much  dilated  but 
equally  so,  and  were  normal  in  their  reactions. 

As  the  optic  neuritis,  although  increasing,  was  not  accom- 
panied by  any  symptoms  of  other  intracranial  mischief,  the 
boy  was  made  an  out-patient  on  October  20.  After  this  he 
attended  regularly  to  have  the  metal  drain-tube  in  the  mastoid 
opening  well  washed  out  and  readjusted.  He  appeared  to 
be  in  excellent  health,  but  for  a  time  the  optic  neuritis  became 
more  and  more  intense  on  the  right  side ;  indeed,  Dr.  Gowers, 
to  whom  I  showed  the  patient  at  this  time,  remarked  that  he 
had  never  seen  it  more  acutely  marked.  He  completely  re- 
covered the  sight  of  the  left  eye,  in  which  the  optic  papillitis 
was  always  more  moderate. 

Of  course  it  is  impossible  to  prove  that  this  child  had  not 
some  cerebral  or  meningeal  lesion ;  but  from  what  was  seen 
of  him  there  was  nothing  to  lead  to  suspicion  in  this  direction 
except  the  condition  of  the  eyes.  He  was  watched  for  several 
months  after  leaving  hospital,  and  when  lost  sight  of  was 
apparently  quite  well.  It  is  well  known  of  course  that  cere- 
bral abscess  may  remain  latent  for  a  long  time,  but  in  this 
very  bright  boy  there  were  none  of  the  ordinary  symptoms  of 
the  condition.  And  although  it  is  conceivable  that  a  localised 
meningitis  may  have  been  present  and  have  been  recovered 
from,  there  was  no  headache,  dulness,  twitching,  or  fever  at 
the  time  that  the  optic  trouble  was  at  its  height  to  point 
to  this  affection. 

If  it  should  be  proved  hereafter  by  post-mortem  evidence 
that  the  presence  of  purulent  iuHammation  in  the  sulcus 
lateralis   (which  certainly  existed  in   the  last   of    these  two 
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cases  and  probably  in  the  first)  is  capable  of  producing  optic 
neuritis  in  the  absence  of  meningitis  or  cerebritis,  we  shall 
have  secured  a  very  valuable  diagnostic  symptom  for  a 
class  of  affections  upon  which,  at  the  present  time,  it  is 
often  difiicult  to  come  to  a  conclusion.  But  such  cases 
will  require  a  much  more  general  and  closer  study  than 
they  have  hitherto  received  before  this  point  can  be  cleared 
up.  Such  results,  however,  as  the  foregoing  will  encourage 
us  to  resort  to  early  surgical  interference  with  more  confi- 
dence of  success  than  has  hitherto  been  felt  in  dealing  with 
this  class  of  affection. 
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XXXVII. —  Thrombosis  of  the  Longitudinal  Si^ius 
folloiving  fracture  of  the  vault  of  the  skull.  By  W. 
Arbuthnot  Lane.     Bead  May  9,  1890. 

PW.  D.,  a  healthy-looking  boy  set.  2^,  was  admitted  into 
•  Guy's  Hospital  under  my  care  on  the  afternoon  of 
December  28,  1889. 

At  half-past  six  in  the  morning  the  father  slipped  while 
carrying  the  child  downstairs,  and  fell  some  distance.  He 
fell  upon  the  boy,  whose  head  struck  against  the  sharp  edge 
of  a  bannister,  producing  a  lacerated  wound  of  the  back  of 
the  scalp.  Through  this  a  depressed  fracture  could  be  felt^ 
and  some  brain  tissue  was  seen  in  the  wound.  He  was  quite 
conscious.     Temp.  102°,  pulse  128,  resp.  82. 

The  child  being  under  an  anaesthetic,  a  triangular  portion 
of  the  parietal  bone  was  found  to  be  depressed.  Part  of  it 
was  removed  and  part  elevated,  and  the  wound  was  thoroughly 
washed  out  with  1  in  20  carbolic  lotion. 

Some  difficulty  was  experienced  in  stopping  hgemorrhage 
from  one  of  the  superior  cerebral  veins,  but  this  was  finally 
ligatured  at  its  entry  into  the  longitudinal  sinus.  An  oval 
opening-  into  the  parietal  bone,  1^  inch  long,  was  left  extend- 
ing from  ^  inch  outside  the  coronal  suture  outwards  along  and 
above  the  lambdoid  suture, 

A  small  drainage-tube  was  inserted,  and  the  edges  of  the 
wound  were  brought  accurately  together. 

The  longitudinal  sinus  was  not  exposed  at  the  time  of  the 
operation,  nor  did  the  depressed  bone  or  any  portion  of  the 
fracture  come  into  immediate  relation  with  it. 

On  December  29  the  wound  was  dressed  and  the  drainage- 
tube  was  removed.  It  looked  perfectly  healthy.  The  child 
had  slept  but  little  since  the  operation,  though  it  looked  very 
well. 

In  the  morning  the  temperature  was  99*2°,  pulse  144,  and 
the  respirations  24,  while  in  the  evening  the  temperature 
was  98". 

On  December  30  the  child  was  still  very  restless.  The 
wound  was  again  dressed,  and  was  progressing  most  favor- 
ably. Late  in  the  day  he  had  convulsive  movements  which 
were  limited  at  tirst  to  the  left  side  of  his  body,  then  to  the 
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right  side,  and  then  they  became  more  or  less  general.  After 
these  attacks  the  child  lay  very  quiet,  hardly  moving  at  all, 
and  then  only  when  moved.  Neither  during  this  day  nor 
subsequently  was  there  any  vomiting  or  optic  neuritis,  nor  did 
he  cry  out  as  if  he  was  in  pain. 

On  December  31  the  child  appeared  to  be  quite  unable  to 
move  his  arms  or  legs  voluntarily.  He  was  conscious  during 
the  greater  part  of  the  day,  but  towards  evening  he  became 
very  drowsy,  and  then  lapsed  into  a  comatose  condition  from 
which  he  never  recovered,  dying  at  12.15  the  same  night.  In 
the  morning  his  temperature  was  97*8°,  pulse  168,  and  respi- 
rations 17. 

I  feared  that  a  thrombus  had  developed  in  the  superior 
longitudinal  sinus  about  the  orifice  of  the  ligatured  superior 
cerebral  vein,  that  it  had  extended  forwards  along  the  sinus 
and  backwards  to  or  beyond  its  junction  with  the  lateral 
sinuses,  and  that  the  symptoms  which  the  child  presented 
were  consequent  upon  such  intei'ference  with  the  flow  of  the 
venous  blood  from  the  brain  as  had  resulted  from  it.  The 
absence  of  any  choking  of  either  optic  disc  showed  that  the 
thrombus  had  not  extended  from  the  lateral  sinus  into  the 
petrosal  and  cavernous  sinuses  sufficiently  to  interfere  with  the 
retinal  circulation.  There  did  not  appear  to  me  to  be  any 
evidence  of  meningitis. 

At  the  post-mortem  examination  the  longitudinal  sinus 
was  found  to  be  completely  thrombosed,  the  oldest  part  of  the 
clot,  as  indicated  by  its  firmness  and  white  colour,  being  situated 
at  the  vertex.  It  extended  forwards  beyond  that  point  for  an 
inch  and  a  half,  and  backwards  to  the  site  of  fracture.  The 
portion  of  the  clot  in  the  vicinity  of  the  fracture  was  black. 
It  filled  the  vessel  completely,  and  was  apparently  ante-mortem 
in  character. 

The  thrombus  extended  from  the  longitudinal  sinus  at  the 
vertex  into  a  large  superior  cerebral  vein  for  |  inch  on  either 
side.  There  was  much  congestion  of  the  superior  cerebral 
veins.  There  was  no  injury  to  the  longitudinal  sinus,  nor  was 
there  any  reason  to  suppose  the  wound  was  other  than  per- 
fectly aseptic. 

The  brain  was  normal  except  about  the  fracture,  where 
there  was  bruising  and  laceration  of  the  grey  matter  of 
portions  of  the  precuneus,  cuneus,  first  occipital  convo- 
lution, and  the  posterior  limit  of  the  superior  parietal  lobule. 
There  was  some  bruising  of  the  inferior  surface  of  the  cere- 
bellum, where  the  inner  borders  of  the  slender  and  posterior 
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inferior  lobes  are  in  contact  with  the  medulla.  The  other 
organs  were  all  healthy.  Though  the  diagnosis  of  thrombosis 
of  the  longitudinal  sinus  was  correct,  there  was  no  reason  to 
suppose  that  it  had  originated  in  the  manner  suggested ;  while, 
on  the  contrary,  it  appeared  to  be  spontaneous  in  origin. 

I  was  certainly  not  prepared  to  find  the  thrombosis  limited 
to  the  longitudinal  sinus  alone,  and  my  chief  object  in  bring- 
ing this  case  before  the  notice  of  the  Society  is  because  I 
wish  to  obtain  further  evidence  as  to  whether  a  comparatively 
sudden  and  complete  occlusion  of  the  superior  cerebral  sinus 
aJone  is  sufiicient  to  produce  the  train  of  symptoms  and  the 
fatal  termination  which  ensued. 

It  seems  to  me  rational  to  suppose  that  any  comparatively 
sudden  and  complete  obstruction  to  the  escape  of  the  venous 
blood  from  a  large  area  of  the  surface  of  the  brain  should 
produce  very  definite  symptoms  indicating  interference  with 
the  normal  performance  of  its  function  by  that  portion  of  the 
cortex  involved  similar  to  those  presented  by  this  case. 

Judging  from  a  case  published  in  the  last  number  of  the 
Society's  Transactions,*  complete  occlusion  of  one  lateral  sinus 
associated  with  a  thrombosis  of  the  petrosal  and  cavernous 
sinuses  suflSciently  complete  to  produce  very  extensive  choking 
of  both  optic  discs  causes  no  obvious  permanent  interference 
with  the  functions  of  the  brain. 

Whether  occlusion  of  the  superior  longitudinal  sinus  does 
or  does  not  necessarily  produce  the  symptoms  presented  by 
this  case  can  readily  be  determined  by  ligaturing  it  experi- 
mentally in  one  of  the  lower  animals. 

*  "  Five  Coinplic.ited  Cases  of  Middle  Ear  Disease." 
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XXXVIII.— yl  Case  of  Epithelioma  of  the  Rectum :  ex- 
cision: restoration  of  function.  By  A.  T.  Norton. 
Read  May  9,  1890. 

1^  S.,  who  was  admitted  on  December  5,  1889;  states  that 
J  •  she  was  confined  on  May  24,  1887 ;  that  soon  afterwards 
she  felt  pain  in  the  vagina,  which  has  more  or  less  persisted 
till  the  present  time.  About  two  months  ago  she  consulted 
Dr.  Parrott,  who  diagnosed  the  case  to  be  cancer  of  the 
rectum. 

She  passes  a  motion  often,  as  frequently  as  a  dozen  times 
a  day,  fgeces  being  flattened  and  in  small  pieces,  and  accom- 
panied with  bleeding. 

On  examining  the  rectum  I  found  an  ulcerated  growth 
occupying  the  front  and  sides  of  the  rectum,  but  not  the  pos- 
terior part.  It  extended  upwards  as  high  as  the  body  of  the 
uterus,  and  pressed  the  vaginal  wall  forward  like  a  tumour  in 
the  vagina,  though  the  mucous  membrane  of  that  part  was 
not  infiltrated  with  the  growth.  It  was  decided,  after  con- 
sultation with  the  rest  of  the  surgical  staff,  to  remove  it. 

On  the  17th  December,  ether  having  been  administered, 
the  patient  was  placed  in  the  lithotomy  position.  A  central 
incision  was  then  made  in  the  whole  length  of  the  posterior 
wall  of  the  vagina,  which  was  perfectly  free  from  the  tumour 
though  stretched  over  it ;  the  recto-vaginal  pouch  of  the  peri- 
toneum was  sought  for  and  pushed  upwards  out  of  the  way ; 
the  incision  was  next  carried  backwards  along  the  central  line 
of  the  perinteum,  and  made  to  diverge  on  each  side  of  the 
sphincter  ani.  At  first  it  was  intended  to  save  part  of  the 
sphincter  and  part  of  the  rectum,  but  it  was  found  impossible 
to  do  so  ;  the  rectum  was  therefore  separated  from  the  levator 
ani  and  the  tissues  surrounding  it,  and  the  ecraseur  was 
applied  above  the  level  of  the  tumour,  the  peritoneum  being 
carefully  avoided.  The  bowel  above  was,  by  means  of  the 
finger,  freed  so  as  to  allow  of  being  drawn  easily  down  to  the 
skin  of  the  buttock.  Bleeding,  which  was  somewhat  free,  was 
controlled  by  forceps  and  by  sponges.  The  upper  part  of  the 
bowel  was  easily  drawu  and  affixed  by  several  sutures  to  the 
skin  in  the  position  of  the  former  anus,  and  the  rest  of  the 
chasm  was  approximated  by  deep  sutures  of  silkworm  gut, 
two   or   three   small    sutures   being   applied  to   the    divided 
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mucous  membrane  of  the  vagina.  Iodoform  was  dusted  over 
the  part  after  freely  washing  out  the  wound  with  perchloride 
of  mercury  solution  1  in  1000,  and  the  part  was  dressed  with 
the  cyanide  gauze. 

On  the  following  day,  18th  December,  the  pulse  was  120, 
but  the  temperature  normal. 

On  the  19th  pulse  was  100.  Milk  diet  only  was  admin- 
istered for  the  whole  week.  Patient  was  quite  cheerful,  slept 
well,  and  was  entirely  free  from  pain. 

The  deep  sutures  were  removed  on  the  fourth  day,  when  all 
the  wound  seemed  healed  with  the  exception  of  a  slight  sepa- 
ration, about  one  sixth  of  an  inch,  of  the  bowel  from  the  skin. 

The  temperature  was  never  above  the  normal.  Union  had 
been  by  the  first  intention,  there  being  only  a  slight  amount  of 
granulation  tissue  at  junction  of  bowel  and  skin,  which,  when 
cicatrised,  formed  an  anus  about  one  inch  in  length. 

On  the  tenth  day  the  bowels  were  opened.  The  patient 
walked  about  the  ward,  and  on  the  18th  January  was  dis- 
charged with  complete  power  to  retain  her  motions,  and  with- 
out any  possibility  of  further  contraction  of  the  anus  taking 
place. 

A  microscopical  examination  of  the  growth  proved  it  to 
be  a  cylindrical  epithelioma. 

It  has  been  said  that  in  removal  of  the  bowel,  a  portion  of 
the  peritoneum  may,  if  necessary,  be  removed  with  it.  The 
cases  on  which  I  have  operated  have  shown  me  that 
such  is  a  matter  of  little  importance  if  union  by  the  first 
intention  takes  place,  but  still  I  feel  less  anxiety  after  finding 
the  peritoneum  and  raising  it  away  from  the  site  of  the  ope- 
ration. 

I  would  lay  particular  stress  on  the  necessity  of  firmly 
fixing  the  new  end  of  the  bowel  to  the  skin.  Any  retraction 
of  the  bowel  must  leave  a  mass  of  cicatricial  tissue,  the  con- 
traction of  which  brings  about  a  most  serious  trouble.  With 
regard  to  the  loss  of  the  sphincter  alloAving  of  the  spontaneous 
escape  of  fteces,  I  do  not  find  such  to  be  the  case,  except  when 
the  patient  is  suffering  from  diarrhoea. 

More  than  a  year  ago  I  had  a  case  almost  precisely 
similar  to  the  one  I  have  just  described,  which  I  reported  in 
the  Medical  Press  and  Circular  (June  12th,  1889,  p.  617). 

The  patient  wrote  to  the  sister  of  the  Avard  a  few  days  ago 
to  say  that  she  was  in  good  health,  able  to  perform  her  duties, 
nnd  not  seriously  inconvenienced  by  the  altered  condition  of 
the  parts. 
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XXXIX. — Hydatids  in  the  Pelvis  causing  retention  of 
urine :  operation  :  cure.  By  F.  R.  Fairbank,  M.D. 
Bead  May  23,  1890. 

THE  occurrence  of  retention  of  urine  from  the  presence  of 
a  hydatid  tumour  between  the  bladder  and  the  rectum 
is  of  sufficient  rarity  to  appear  to  justify  the  record  of  such  a 
case.  I  have  kept  the  notes  by  me  until  I  had  an  opportunity 
of  adding  the  subsequent  history.  I  have  now,  after  a  lapse 
of  ten  years,  had  an  opportunity  of  completing  the  record. 

Previous  history. — On  July  5,  1879, 1  was  requested  by  the 
late  Mr.  R.  Storrs,  of  Doncaster,  to  see  a  man,  aet.  65,  with  him- 
self and  Mr.  D.  Tracy.  About  a  fortnight  previously  he  had 
suffered  from  difficulty  in  passing  his  urine,  but  got  relief 
from  some  medicine.  The  day  before  I  saw  him  he  had 
another  retention,  and  drove  in,  a  distance  of  four  miles,  to 
see  Mr.  Storrs,  who,  with  some  difficulty,  drew  off  a  consider- 
able quantity  of  urine.  The  following  morning  he  again 
applied  for  relief,  and  as  Mr.  Storrs  was  unable  to  get  a 
catheter  into  the  bladder,  I  was  requested  to  see  him. 

On  examination  the  abdomen  was  visibly  distended  by 
the  bladder  to  such  an  extent  that  relief  was  urgently  called 
for.  Per  rectum  the  pelvis  was  felt  to  be  occupied  by  a  fluc- 
tuating tumour,  apparently  the  bladder.  A  catheter  could 
not  be  passed,  and  I  therefore  decided  to  tap.  I  thrust  a 
trocar  into  the  bladder  per  rectum,  when  about  4  oz.  of  an 
opaline  fluid  ran  away.  It  was  obvious  that  this  did  not 
come  from  the  bladder,  but  from  a  cyst  between  it  and  the 
rectum.  The  pelvis  was  now  felt  to  be  less  fully  occupied. 
I  was  now  able  to  pass  a  No.  8  catheter,  and  drew  off  about 
a  quart  of  dark-coloured  urine.  The  contrast  between  the 
two  fluids,  which  I  collected  in  separate  vessels,  was  very 
great.  The  patient  was  put  to  bed,  and  I  ordered  him  hip- 
baths, in  which  he  was  able  to  pass  water  easily. 

Subsequent  history. — Ten  days  afterwards  I  was  again  re- 
quested to  see  him,  as  there  was  considerable  diffuse  inflam- 
mation about  the  pelvis,  and  the  urine  had  been  overflowing 
for  three  days.  I  emptied  the  bladder  with  a  catheter,  and 
ordered  local  fomentations ;  and  ergot,  ammonia,  and  Tinct. 
Cinchonas  Comp.  internally.     The  next  day  he  could  pass  urine 


Dr.  Fairbank's  Case  of  Hydatids  in  the  pelvis.       225 

unaided,  and  he  made  a  rapid  recovery.  At  this  time  the 
cyst  in  the  pelvis  could  be  felt  per  rectum,  when  pressed 
against  the  catheter  in  the  bladder,  to  be  about  the  size  of  an 
ordinary  orange,  and  to  be  partially  collapsed. 

In  addition  to  the  cyst  above  spoken  of  there  was  also 
another,  which  could  be  seen  projecting  in  the  left  iliac  re- 
gion, about  the  size  of  a  Tangerine  orange.  This  I  aspirated, 
and  drew  off  an  ounce  of  fluid  exactly  similar  to  that  from 
the  cyst  under  the  bladder.  It  was  opaline  in  appearance ; 
it  became  opaque  with  heat,  but  cleared  on  the  addition  of 
nitric  acid;  it  did  not  coagulate,  and  under  the  microscope 
numerous  detached  booklets  were  visible. 

Six  months  afterwards  his  wife  brought  me  "  some  skins," 
as  she  called  them,  which  he  had  passed  with  his  water. 
They  were  four  perfect  hydatid  cysts  about  the  size  of 
ordinary  walnuts,  and  were  partially  collapsed.  They  were 
said  to  be  only  part  of  what  he  had  passed.  The  fluid  they 
contained  was  similar  to  that  above  described. 

Present  condition. — I  have  now,  after  a  lapse  of  ten  years, 
seen  him  again.  On  examination  there  is  nothing  peculiar 
about  him.  There  is  no  sign  of  the  cyst  in  the  left  iliac  re- 
gion, and  there  is  nothing  to  indicate  the  previous  existence 
of  the  cyst  under  the  bladder ;  and  the  prostate  even  now,  at 
seventy-five  years  of  age,  is  not  enlarged.  There  is  no  trouble 
in  passing  water.  He  speaks,  from  very  imperfect  recollec- 
tion, of  having  had,  years  ago,  a  small  round  tumour  in  the 
region  of  the  liver.  This  disappeared,  and  it  is  possible,  and 
probable,  that  it  was  the  same  cyst  which  found  its  way  down 
into  the  pelvis. 

BibliograpJiy. — The  following  are  a  few  references  on  the 
subject : 

Holmes's  System  of  Surgery,  2nd  edit.,  iv,  938 ;  v,  922. 

Fagge's  Principles  and  Practice  of  Medicine,  1st  edit.,  ii,  324, 

Spence's  Lectures  on  Surgery,  2nd  edit.,  vol.  ii,  1131-2. 

Clinical  Memoirs  on  Abdominal  Tumours,  R.  Bright,  New 
Syd.  Soc,  pp.  39,  40. 

New  Syd.  Soc.  Retrospect,  1865-6,  p.  320. — From  Mr. 
Bryant's  paper  in  Path.  Soc.  Trans. 

Cognate  to  it  is  a  "  Case  of  Hydatid  Disease  affecting  the 
Kidneys  (Cysts  passed  per  urethram) ,"  by  Dr.  Leith  Adams, 
Lancet,  October  1,  1864,  p.  375. 
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XL. — A  Case  of  Thyroid  Tumour^  apparenthj  malignant^ 
luhich  all  hut  disappeared  after  tracheotomy  :  renewed 
growth  in  an  undoubtedly  sarcomatous  form.  BjGr. 
R.  Turner.     Bead  May  23,  1890. 

CATHERINE  P.,  set.  62,  widow,  was  admitted  into  St. 
Greorge's  Hospital,  September  5,  1888.  She  stated  that 
for  six  months  she  had  noticed  a  lump  in  front  of  her  neck 
which  had  been  growing  steadily.  For  three  days  before  admis- 
sion she  had  suffered  from  dyspnoea,  severe  and  spasmodic  in 
character  on  the  night  of  September  4, 

On  admission  she  complained,  of  great  dyspnoea  and  was 
somewhat  cyanosed.  There  was  a  large  tumour  evidently 
implicating  the  thyi'oid  gland  extending  laterally  from  the 
posterior  border  of  the  right  sterno-mastoid  muscle  to  the  left 
of  the  median  line,  and  above  from  the  angle  of  the  jaw  to  the 
clavicle  below.  The  swelling  was  hard,  not  elastic  or  fluctu- 
ating, and  the  dyspnoea  was  evidently  caused  by  its  pressure 
on  the  trachea.     There  was  no  pulsation  or  exophthalmos. 

She  had  an  apical  systolic  murmur,  and  the  breath-sounds 
were  very  faint.  There  was  no  trace  of  any  thoracic  tumour. 
Urine  sp.  gr.  1024,  highly  albuminous. 

The  patient  was  placed  in  a  steam  tent,  and  by  means  of 
the  inhalation  of  chloroform  her  dyspnoea  was  markedly 
allayed.  She  was  seen  by  Dr.  G-amgee,  Mr.  Bennett,  and  Mr. 
Turner  about  midnight,  and  it  was  decided  to  delay  the 
tracheotomy,  if  possible,  until  daylight.  Throughout  the 
night  the  dyspnoea  was  relieved  by  chloroform  and  the  in- 
halation of  oxygen  gas. 

At  5.30  A.M.  tracheotomy  was  performed.  In  doing  this 
the  tumour  was  thoroughly  exposed,  from  the  thyroid  carti- 
lage above  to  the  episternal  notch  below.  It  occupied  chiefly 
the  right  lobe  of  the  thyroid  body,  and  had  pushed  the  trachea, 
which  lay  very  deep,  over  to  the  left  side.  The  tumour  had. 
extended  so  low  down  that  it  was  with  some  diSiculty  that  the 
trachea  was  reached  below  it,  and  the  incision  into  it  was  so 
far  from  the  skin  surface  that  no  tracheotomy  tube  was  long 
enough  to  enter.  A  No.  12  gum  catheter  was  accordingly 
used  as  a  tube,  and  through  this  the  woman  breathed  freely. 
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The  patient  after  the  operation  was  comatose,  and  remained  so 
for  some  hours,  but  after  a  drachm  of  Pulv.  Jalapae  Co.  she 
recovered  consciousness.  The  after  progress  of  the  case 
while  she  was  in  St.  George's  may  be  shortly  related. 

The  albuminuria  rapidly  decreased,  so  that  whilst  on  ad- 
mission it  was  equal  to  one  half  of  the  quantity  of  urine  passed, 
on  September  17  there  was  but  a  trace,  and  on  September  19 
it  had  disappeared  entirely.  The  catheter  tube  came  out  on  the 
15th,  and  Mr.  Dent,  who  kindly  looked  after  the  case  in  Mr. 
Turner's  absence,  did  not  think  it  advisable  to  re-introduce  it. 
There  was  no  excessive  discharge  from  the  wound,  and  nothing 
that  looked  as  if  a  cyst  had  been  opened.  The  wound  healed, 
the  patient  breathed  freely  and  easily  by  the  mouth,  and  the 
thyroid  tumour  had  by  September  28,  three  weeks  after  the 
operation,  all  but  disappeared.  There  was  then  nothing  ab- 
normal to  be  felt  in  the  neck  but  a  few  enlarged  cervical 
glands. 

Though  there  was  no  history  of  syphilis  the  patient  was 
placed  upon  10-grain  doses  of  potassium  iodide,  and  was  sent 
on  October  3  to  the  Convalescent  Hospital  at  Wimbledon. 
She  was  there  for  a  fortnight,  being  discharged  on  October  17, 
apparently  quite  well  except  for  a  very  trifling  enlargement 
of  the  upper  part  of  the  right  lobe  of  the  thyroid  body.  She 
was  in  this  condition  when  she  reported  herself  as  an  out- 
patient at  St.  George's.  The  neck  was  all  but  natural  in 
appearance,  except  that  the  skin  was  loose  and  had  evidently 
been  stretched.  At  the  upper  part  of  the  thyroid  body  on  the 
right  side  was  a  hardish  nodule,  occupying  apparently  about 
the  upper  third  of  the  lobe.  This  swelling  had  rapidly 
grown  when  she  next  presented  herself,  and  she  was  urged  to 
become  an  in-patient.  It  was  not,  however,  until  a  week 
later  that  she  came  into  the  hospital.  The  tumour  by  this 
time  occupied  the  whole  of  the  right  lobe  of  the  thyroid  body, 
and  was  causing  some  slight  dyspnoea  and  difficulty  of  deglu- 
tition. At  a  consultation  it  was  decided  to  cut  down  on  the 
tumour,  and  if  possible  remove  it.  On  November  8  chloi*oform 
was  given,  and  by  dividing  the  right  sterno-mastoid  muscle  the 
tumour  was  exposed,  but  its  relations  to  the  carotid  vessels 
and  other  deep  structures  of  the  neck  were  found  to  be  such 
as  to  forbid  removal.  The  capsule  was  fi-eely  incised,  and  a 
portion  of  the  growth  removed  for  microscopical  examination. 
Dr.  Dclopine  reported  the  growth  to  be  a  "  sarcoma,  having  in 
some  places  the  structure  of  a  lympho-sarcoma.  No  trace  of 
structure  belonging  to  the  thyroid  body  can  be  discovered." 
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The  exploratory  operation  gave  considerable  relief  to  the 
dyspnoea  and  dysphagia^  and  for  a  few  days  it  seemed  as  if  the 
tumour  itself  was  getting  smaller.  By  the  16th,  however, 
the  dyspnoea  had  returned  and  tracheotomy  was  performed. 
There  was  a  mass  of  new  growth  in  front  of  the  trachea  which 
had  to  be  removed  before  a  tube  could  be  inserted.  The  pa- 
tient was  relieved  by  the  operation,  but  only  for  a  time.  The 
malignant  mass  around  the  trachea  began  to  break  down 
and  discharge  very  foul-smelling  matter,  almost  faecal  in  its 
odour.  In  consequence  of  this  disintegration  the  thyroid  tu- 
mour diminished  again  in  size.  Owing  to  the  difficulty  in 
deglutition  feeding  by  the  rectum  was  necessary,  but  the 
patient's  strength  grew  less,  and  she  died  on  December  15. 

Post-mortem  examination  showed  the  right  sterno-mastoid 
muscle  infiltrated  by  a  pale  firm  new  growth,  unduly  adherent 
to  the  skin  and  adjacent  structures.  Each  lobe  of  the 
thyroid  gland,  which  was  little  if  at  all  enlarged,  consisted 
of  a  homogeneous  mass  of  new  growth  looking  like  a  sarcoma. 
This  was  examined  microscopically  by  Dr.  Penrose,  and  was 
"  seen  to  consist  of  small  round  and  oval  cells,  being  evi- 
dently a  small-celled  sarcoma."  The  new  growth  in  front 
involved  the  mucous  membrane  in  the  middle  line  between 
the  cricoid  cartilage  and  first  ring  of  the  trachea,  and  infil- 
trated the  edges  of  the  last  tracheotomy  wound,  which  had 
passed  through  the  second,  third,  and  fourth  rings.  Below 
this,  through  the  seventh,  eighth,  and  ninth  rings,  was  the 
scar  of  the  original  tracheotomy.  The  lower  end  of  this 
wound  was  but  2f  inches  from  the  point  of  bifurcation  of  the 
trachea.  No  secondary  deposits  of  new  growth  were  found 
anywhere  away  from  the  neighbourhood  of  the  thyroid  body. 
The  cervical  glands  were  not  infiltrated.  There  was  hypo- 
static pneumonia  on  the  left  side.  The  heart  was  soft  and 
flabby,  and  atheroma  present  in  the  aorta  and  cerebral 
vessels.  The  liver  was  fatty,  and  the  gall-bladder  contained 
a  small  stone.  The  weight  of  the  kidneys  was  12  oz.,  and 
there  was  cloudy  swelling  in  the  cortex  of  each.  There 
were  two  small  cysts  in  that  of  the  left. 

The  chief  interest  of  this  case  lies  in  the  rapid  shrinking 
of  the  tumour  after  the  first  tracheotomy.  This  operation 
interfered  in  no  way  with  the  blood  supply,  no  vessel  requir- 
ing ligature,  did  not  involve  division  of  the  isthmus  of  the 
thyroid,  and  differed  only  from  an  ordinary  tracheotomy  in 
that  the  incision  was  extensive,  freely  dividing  the  deep 
cervical  fascia,  so   as   to   expose   the  whole   extent  of  the 
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thyroid  tumour,  and  that  the  trachea  was  opened  very  low 
down  indeed.  What,  then,  was  the  nature  of  the  primary 
swelling  ? 

From  the  age  of  the  patient,  the  rapid  growth,  hardness, 
and  general  appearance  of  the  tumour,  it  was,  both  before 
and  after  the  tracheotomy,  diagnosed  to  be  malignant.  It 
had  none  of  the  appearances  of  a  cystic  nor  the  bluish-red 
aspect  of  an  ordinarily  enlarged  thyroid.  There  was  no 
evidence  of  any  syphilis.  It  is  true  that  the  patient  was  put 
upon  a  course  of  potassium  iodide,  but  that  was  not  until  the 
tumour  had  already  shrunk,  and  the  drug  therefore  cannot 
be  credited  with  the  improvement. 

On  the  two  occasions  during  life  in  which  the  tumour 
was  exposed,  at  the  first  tracheotomy  and  again  when  an  explo- 
ratory operation,  with  a  view  to  the  removal  of  the  tumour, 
was  undertaken,  the  naked-eye  appearances  and  consistence 
of  the  swelling  were  identical.  Microscopical  examination  of 
a  part  removed  on  the  second  occasion  showed  the  growth  to 
be  undoubtedly  sarcomatous ;  was  it  of  this  nature  ah  initio  ? 

That  sarcomata  do  sometimes  decrease  in  size  or  even  dis- 
appear seems  tolerably  certain.  Bruns  {Monatsch.  fur  Prakt. 
Derm.,  vol.  viii,  No.  4),  in  an  article  on  "  The  Curative  Effect 
of  Ei'ysipelas  on  Tumours/'  mentions  three  cases  of  sarcomata 
(in  which  the  diagnosis  was  verified  by  microscopical  exa- 
mination) which  were  permanently  cured  by  an  attack  of  idio- 
pathic erysipelas.  Other  cases  of  multiple  keloid  and  lym- 
phomata  similarly  cured  are  also  mentioned  by  him,  and 
certain  cases  of  mammary  carcinomata  benefited  by  an  artifi- 
cially induced  erysipelas.* 

Billroth  {Wierter  med.  Woehensch.,  No.  20,  1888)  has 
written  on  "  Scirrhus  of  the  Thyroid  resembling  the  Cicatris- 
ing Scirrhus  of  the  Breast,"  and  discusses  the  point  as  to 
whether  the  morbid  growth  be  a  true  new  growth  or  a  chronic 
inflammation.  In  one  of  Billroth's  cases  the  cervical  glands 
were  affected,  and  the  growth  at  one  time  caused  constriction 
of  the  trachea  and  oesophagus. 

*  22  tumours  attiicked  by  idiopathic  erysipelas: 

3  sarcomata — permanently  cured. 

2  multiple  keloid,  after  burns— permanently  cured. 

4  lymphomata — some  glands  disappeared,  others  became  smaller. 
5  tumours  treated  by  artificially  induced  erysipelas : 

il  not  changed. 
1  shrank  to  half  its  former  size. 
1  reduced  to  small  induration,  the  size  of  a  pea. 
1  multiple  libro-sarcoma — diminished  in  size. 
1  orbital  sarcoma — unchanged. 
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Is  it  possible  that  the  very  rapid  disintegration  of  the 
sarcomatous  cellsj  as  seen  in  the  specimen  examined  by  Dr. 
DelepinCj  on  the  first  occasion  went  on  to  the  all  but  com- 
plete removal  of  the  growth  ?  There  is  no  doubt  at  all  that 
at  the  post-mortem  examination  the  thyroid  gland,  occupied 
as  it  was  with  sarcomatous  matter,  was  very  much  smaller 
than  when,  equally  malignant,  it  was  seen  and  a  piece  of  it 
removed  at  the  exploratory  operation  of  November  8. 

If  not  a  simple  sarcoma  in  the  beginning,  the  tumour  may 
have  been  a  cystic  sarcoma  in  which  the  cystic  element 
largely  preponderated,  and  the  cystic  contents  being  absorbed 
after  the  tracheotomy,  the  tumour  all  but  disappeared. 

Again,  it  is  possible  that  extravasation  of  blood  into  a 
sarcomatous  tumour  might  cause  rapid  swelling,  and  with  the 
absorption  of  the  blood  a  rapid  shrinkage  might  follow. 

Against  these  hypotheses  there  is  the  fact  that  neither 
during  life  nor  after  death  was  there  any  evidence  of  cystic 
formation  in  the  tumour  or  haemorrhage,  either  into  it  or 
around  it.  It  must,  however,  be  admitted  that  in  tumours  of 
the  thyroid  the  negative  diagnosis  of  a  cyst  is  a  difficult  and 
uncertain  matter,  I  cannot  think,  seeing  there  was  no 
general  oedema  and  no  appearance  of  local  oedema  about  the 
tumour,  that  the  albuminuria  and  its  decrease  after  the 
tracheotomy  had  anything  to  do  with  the  varying  size  and 
shrinkage  of  the  thj-roid  swelling.  Assuming,  for  the  sake 
of  argument,  that  this  tumour  was  originally  innocent,  some 
cystic  or  parenchymatous  goitre,  its  shrinkage  and  subsi- 
dence must  have  been  simultaneous  with  its  conversion  to 
malignancy.  That  malignant  disease  of  the  thyroid  usually 
occurs  in  glands  already  the  seat  of  innocent  enlargement  is 
a  surgical  commonplace,  but  not,  I  think,  in  this  manner. 

Dr.  Rotter  {Arch.  f.  Clin.  Chir.,  Bd.  xxx,  Heft  4),  ana- 
lysing fifty  cases  of  "cancer"  of  the  thyroid  submitted  to 
operation,  shows  that  eight  died  in  twenty-four  hours,  five 
died  at  the  end  of  first  week,  eight  died  at  end  of  second 
week,  and  that  only  four  were  free  from  recurrence  at  the 
end  of  six  months.  Mr.  Butlin  comes  to  the  conclusion  that 
"  operation  is  scarcely  justified  "  in  these  cases. 

Looking  to  these  statistics,  I  do  not  regret  having  been 
unable  to  attempt  to  remove  the  thyroid  in  the  case  I  have 
related.  By  making  a  free  division  of  the  cervical  fascia  and 
sterno-mastoid  in  the  exploratory  operation  of  November  8, 
marked  relief  was  given  to  dysphagia  and  dyspnoea.  In 
some  cases  where  non-malignant  enlargements  of  the  thyroid 
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o£  huge  size  and  great  vascularity  render  tracheotomy  an 
exceedingly  difficult  and  dangerous  proceeding,  might  not  the 
surgeon  try,  as  a  palliative  and  preliminary  measure,  to  in 
this  way  relieve  the  tension  and  pressure  which  eventually 
threaten  to  prove  fatal  ? 

Mr.  Jacobson,  in  his  "  Operations  of  Surgery,"  gives  a 
case  of  Dr.  Dewe's  {Brit.  Med.  Journal,  1879,  January  18, 
p.  84)  in  which  a  large  brouchocele,  by  its  pressure,  threatened 
suffocation.  A  free  median  incision  gave  relief,  and  the 
tumour  decreased  in  size  until  the  seventh  day,  when  it  again 
enlarged  and  caused  death ;  the  posterior  part  of  the  tumour 
having  broken  down,  the  resulting  venous  exti^avasation 
pressed  on  the  respiratory  nerve.  ^'The  only  part  of  the 
trachea  at  all  approachable  was  under  the  manubrium  sterni, 
where  it  was  covered  by  the  innominate  artery.^' 

In  this  latter  respect  the  case  resembles  the  one  related — 
the  pulsation  of  the  innominate  artery  being,  in  my  case,  felt 
immediately  below  the  incision  into  the  trachea,  which  sub- 
sequent post-mortem  examination  showed  to  have  divided  the 
seventh,  eighth,  and  ninth  rings  but  2|  inches  from  the 
point  of  bifurcation. 

Report  on  microscopic  examination.  —  Fresh  specimen 
(stained  with  logwood)  shows  tumour  to  be  a  round-celled 
sarcoma,  infiltrating  neighbouring  fatty  tissue.  Some  rapidly 
disintegrating  cells  do  not  take  the  staining  well,  are  ill- 
defined  in  outline,  and  granular.  In  some  places  there  is  a 
distinct  retiform  stroma. 

In  the  hardened  specimens  (stained  with  logwood  and 
picro-carmine)  the  degeneration  of  the  cells  is  more  clearly 
shown,  there  being  distinct  patches  of  necrosis  in  which  the 
cells  are  entirely  hyaline. 
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XLI. — A  case  of  Urethral  Stricture  four  years  after 
electrolysis  :  encysted  vesical  calculi :  three  oi:>erations 
by  lithotrity  and  three  by  supra-pubic  lithotorny,  one 
of  ivhich  ivas  performed  through  the  peritoneum.  By 
W.  Bruce  Clarke.     Read  May  23,  1890. 

HH.,  get.  ol ,  first  came  under  my  care  in  January,  1886, 
•  suffering  from  symptoms  of  cystitis  with  frequency  of 
micturition,  and  stating  that  he  had  a  stricture  which  had  given 
him  considerable  trouble  for  more  than  twenty  years.  The 
frequency  of  micturition  had  lasted  from  six  weeks  to  two 
months. 

January  3,  1886. — His  stricture  was  examined,  and  was 
found  to  be  situated  in  the  deep  urethra.  It  admitted  a  No.  2 
English  black  catheter.  The  stricture  felt  very  hard,  and  was 
in  addition  gritty.  He  gave  a  history  of  having  passed  some 
gravel  from  time  to  time. 

His  stricture  was  dilated  to  No.  5  with  considerable  diffi- 
culty, and  would  not  yield  any  further  until  No.  5  had  been 
tied  in  for  sevex'al  days.  It  was  not  till  February  17  that  the 
stricture  was  dilated  to  No.  9  English.  No.  10  bougie  elec- 
trode was  then  employed,  and  passed  into  the  bladder  in  ten 
minutes.  Shortly  after  this  he  left  the  hospital,  his  cystitis 
having  all  but  vanished,  and  a  few  days  later  had  a  second 
sitting  with  No.  12  bougie  electrode,  which  lasted  a  little  over 
a  quarter  of  an  hour. 

August  17,  1887. — He  again  came  under  my  care,  as  the 
cystitis  had  returned.  On  examining  his  urethra  a  No.  11 
English  passed  with  ease  into  his  bladder,  though  he  had  not 
been  keeping  his  stricture  dilated  by  the  passage  of  bougies. 
His  bladder  was  thoroughly  washed  out  and  sounded,  but  no 
calculus  was  detected ;  he  still  passed  gravel  occasionally. 

August  24. — It  was  decided  that  if  no  calculus  could  be 
detected,  perinseal  drainage  should  be  established  with  a  view 
to  the  cure  of  his  cystitis.  Whilst  he  was  under  the  influence 
of  an  anaesthetic  a  sound  with  a  curve  almost  resembling  that 
of  a  silver  catheter  struck  a  calculus  to  the  right  side  of  his 
bladder  close  by  the  apex.  It  was  speedily  ascertained  that 
the  calculus  was  fixed  in  its  position,  as  it  could  not  be  shifted 
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by  a  change  of  the  patient's  position,  or  dislodged  by  means 
of  the  sound.  It  was  almost  out  of  reach  of  the  lithotrite, 
which  would  only  seize  one  part  of  it,  and  was  incapable  of 
moving  it  from  its  situation. 

Under  these  circumstances  the  supra-pubic  operation  was 
at  once  decided  on,  and  after  a  rectal  bag  had  been  inserted 
was  performed  without  any  difficulty. 

As  soon  as  the  bladder  was  opened  and  the  finger  intro- 
duced, the  stone  was  discovered  lying  in  a  sacculus  on  the 
back  and  upper  wall  towards  the  right  side.  It  was  dislodged 
with  the  finger  without  much  difficulty  from  the  sacculus,  but 
some  few  fragments  remained  behind  firmly  fixed  in  situ,  and 
a  little  difficulty  was  experienced  in  dislodging  them.  Eventu- 
ally, however,  all  the  fragments  were  cleared,  and  a  large 
rubber  supra-pubic  tube  inserted.  The  rest  of  the  bladder 
was  very  rugose,  and  other  saccules  could  be  detected  with 
the  fins'er. 

The  patient  made  an  excellent  recovery,  leaving  the  hos- 
pital about  six  weeks  after  the  operation,  passing  all  his  water 
through  his  penis  ;  but  at  times  it  was  slightly  alkaline,  and 
gave  rise  to  some  frequency  of  micturition. 

April,  1888. — He  again  returned,  complaining  of  frequency 
of  micturition  and  scalding  on  passing  his  water,  which  was 
foul  and  alkaline,  and  contained  some  phosphatic  gravel  and 
calculi.  His  bladder  was  carefully  sounded,  but  the  calculous 
matter  did  not  appear  to  be  situated  on  this  occasion  in  the 
same  sacculus  as  before,  but  lay  nearer  to  the  base  of  the 
bladder.  In  order  to  elucidate  the  exact  condition  of  the  in- 
terior of  the  bladder  an  examination  was  made  with  the 
cystoscope,  and  the  calculous  matter  lying  at  its  base  was 
detected.  It  was  difficult  to  see  the  interior  of  the  bladder 
thoroughly  on  account  of  the  thick  condition  of  the  urine,  but 
it  appeared  as  though  there  was  another  saccule  containing  a 
calculus. 

As  the  encysted  calculus  could  not  be  for  certain  detected, 
it  was  decided  first  to  evacuate  the  debris  which  lay  at  the 
base  of  the  bladder,  and  see  how  far  this  relieved  his  sym- 
ptoms. A  lithotrite  was  introduced,  and  after  the  calculous 
matter  had  been  crushed,  upwards  of  an  ounce  was  washed 
out,  and  nothing  further  coukl  be  felt  in  the  bladder. 

He  improved  very  much  after  this,  but  some  more  debris 
was  broken  up  by  the  lithotrite  on  two  subsequent  occasions 
before  he  left  the  hospital  at  the  end  of  June  in  the  same  year. 

In  January,  1889,  he  again  returned,  with  urine  foul  and 
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alkaline,  and  containing  a  considerable  quantity  of  albumen 
and  puSj  whilst  the  bladder  would  not  hold  more  than  two 
ounces  of  urine  without  considerable  pain.  It  was  washed  out 
twice  daily  with  a  solution  of  Boroglyceride  5J,  Argent. 
Nit.  5SS,  water  Oj,  and  the  character  of  the  urine  again  tem- 
porarily improved.  As^  however^  no  permanent  improvement 
took  place,  and  as  the  condition  of  the  bladder  rendered  it 
impossible  to  evacuate  it  by  lithotrity,  the  supra-pubic  opera- 
tion was  once  more  performed  on  March  1,  1889. 

As  soon  as  the  abdominal  muscles  were  separated  in  the 
line  of  the  old  cicatrix,  it  at  once  became  apparent  that  the 
peritoneum  was  adherent  to  the  cellular  tissue  behind  the 
pubes,  as  well  as  to  the  pubes  itself,  and  could  not  be  raised 
up  from  it ;  accordingly  the  peritoneal  cavity  was  opened,  and 
the  bladder  wall  was  stitched  to  the  edges  of  the  wound  in  a 
somewhat  similar  manner  to  that  which  is  adopted  in  perform- 
ing inguinal  colotomy.  The  wound  was  then  stuffed  with 
iodoform  gauze  in  order  to  prevent  its  edges  from  uniting, 
and  the  patient  was  put  back  to  bed.  For  the  next  ten  days 
his  bladder  was  regularly  washed  out,  and  he  appeared  to  be 
but  little  worse  for  the  supra-incision  which  he  had  undergone. 

March  16. — A  grooved  needle  was  passed  through  the 
bottom  of  the  wound  into  the  bladder,  and  its  wall  was 
incised  so  as  to  permit  of  the  introduction  of  the  finger. 
Three  small  calculi  facetted  on  their  surfaces  where  they  were 
in  contact  were  removed  from  the  base  of  the  bladder,  toge- 
ther with  a  considerable  amount  of  debris.  The  old  sacculus 
could  be  distinctly  felt  empty,  and  lined  apparently  by 
healthy  mucous  membrane,  but  immediately  below  it  and 
nearer  to  the  base  of  the  bladder  was  another  encysted  cal- 
culus, which  came  away  from  its  resting-place  Avithout  any 
difficulty. 

After  this  he  rapidly  improved,  and  was  soon  able  to  get 
up,  furnished  with  a  tube  and  vulcanite  shield,  which  he  wore 
for  some  time  in  order  to  enable  his  bladder  to  be  effectually 
washed  out  daily.  By  this  plan  he  was  enabled  to  hold  his 
water  for  some  hours,  and  to  keep  his  bladder  fairly  sweet 
and  clean. 

About  six  months  later,  having  allowed  his  supra-pubic 
wound  to  close  up,  his  bladder  troubles  again  returned,  and 
on  December  7,  1889,  he  came  back  once  more.  This  time, 
however,  he  was  not  in  so  bad  a  condition  as  on  previous 
occasions.  His  urine,  though  still  foul  and  alkaline,  was  not 
so  offensive  as  it  had  been.     The  bladder  was  still  much  con- 
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tracted,  and  contained  some  more  calculous  matter.  As  his 
previous  operation  had  been  attended  with  considerable  suc- 
cess, 1  decided  once  more  to  open  his  bladder,  and  the  supra- 
pubic operation  was  pei-formed  for  the  third  time,  through  the 
old  cicatrix,  no  peritoneal  cavity  being  encountered  at  all  on 
this  occasion. 

Since  the  operation  his  bladder  has  been  regularly  washed 
out  twice  daily  with  nitric  acid  as  well  as  with  various  anti- 
septics, after  which  about  two  ounces  of  nitrate  of  silver  solu- 
tion, gr.  XXX  ad  J],  are  introduced  and  allowed  to  remain  there. 
Under  this  plan  of  treatment  he  is  certainly  much  improved, 
and  the  improvement  continues.  He  is  now  able  to  occasionally 
sleep  all  night  without  once  waking  to  void  his  urine,  and 
with  perseverance  in  the  treatment  there  is  every  reason  to 
hope  that  he  may  completely  regain  his  power  of  natural  mic- 
turition. 
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XLII. — Cases  illustrating  the  treatment  of  Phthisis 
by  the  inhalation  of  superheated  air.  By  H.  H. 
Tatloe.     Read  May  23,  1890. 

THE  brief  notes  on  this  method  of  treating  phthisis,  which 
I  have  the  honour  of  presenting  to  this  Society,  are 
purely  clinical  in  character.  I  do  not  propose  to  enter  into 
the  bacillary  nature  of  phthisis  ;  nor  into  the  theories  as  to 
how  hot  air  would  act  in  destroying  the  tubercle  bacillus,  or 
in  mitigating  its  virulence.  I  may  say  that  I  use  the  term 
"  phthisis  "  as  synonymous  with  pulmonary  tuberculosis.  It  is 
necessary  to  be  extremely  cautious  in  drawing  conclusions  as 
to  the  effect  of  any  special  treatment  on  this  disease.  At  the 
Brompton  Hospital  for  Consumption  the  majority  of  cases 
improve,  owing,  I  believe,  principally  to  well- ventilated  wards, 
good  food,  and  regular  hours. 

The  apparatus  employed  for  heating  the  air  is  one  made  by 
Mr.  R.  Macdonald,  of  New  York.  It  is  conveniently  con- 
structed, and  acted  eflficiently. 

The  temperature  at  which  the  air  entered  the  mouth  was, 
as  near  as  could  be  calculated,  about  300°  F.  The  patients 
inhaled  for  about  an  hour,  two  or  three  times  a  day.  The 
inhalations  were  very  well  tolerated.  A  sensation  of  heat  was 
felt  in  the  mouth  and  throat,  but  not  sufficient  to  cause  any 
inconvenience.  Temperature,  pulse,  and  respirations  were 
carefully  noted  after  each  sitting.  The  only  effect  on  these 
appeared  to  be  that  occasionally  the  pulse  was  very  slightly 
accelerated,  the  temperature  and  respirations  remaining  un- 
affected.    The  skin  did  not  appear  to  be  more  active. 

The  patients  sometimes  said  the  cough  was  easier,  but  the 
amount  of  expectoration  did  not  diminish.  There  was  no 
evidence  that  the  treatment  was  in  any  way  prejudicial.  The 
four  cases  I  will  now  describe  were  males. 

Case  1. — T.  F.,  aet.  30.  No  family  history  of  phthisis.  His 
illness  commenced  with  cough  six  months  previous  to  admis- 
sion.    No  haemoptysis.     Some  emaciation. 

General  disease  of  left  lung,  with  a  large  basic  cavity. 
Right  lung  emphysematous.     Temperature  ranged  from  98°  in 
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the  morning  to  101° — 102°  at  night.  Sputum  :  Tubercle  bacilli 
numerous. 

He  was  doing  well  before  the  treatment  was  commenced, 
having  gained  six  pounds  in  a  fortnight.  He  was  chosen  on 
account  of  his  being  an  intelligent  patient,  and  he  faithfully 
carried  out  instructions.     He  had  143  sittings. 

When  discharged  the  physical  signs  were  practically  the 
same  as  on  admission.  The  cough  was  less ;  tubercle  bacilli 
in  sputum  much  fewer ;  gained  seven  pounds. 

Case  2. — A.  C,  aet.  16.  One  brother  died  of  phthisis. 
Pleurisy  three  years  ago.  Commenced  five  months  ago  with 
cough.  Expectoration  profuse.  No  hasmoptysis.  Some 
emaciation. 

Right  lung  :  Disease  diffused ;  cavity  at  apex.  Left  lung  : 
infiltration  at  apex. 

Sputum  :  Tubercle  bacilli  numerous ;  much  fewer  when  dis- 
charged.    Temperature  ranged  from  98°  to  101°  and  102°. 

Treatment  was  commenced  soon  after  admission.  Had 
ninety-six  sittings.  Physical  signs  remained  much  the  same. 
Expectoration  less  profuse.     Gained  eleven  pounds. 

Case  3. — A.  F.,  set.  36.  Mother  and  one  brother  died  of 
phthisis.  Bad  cold  and  hoarseness  for  four  years.  No  hae- 
moptysis. Emaciation.  Lungs  :  Expiration  prolonged  all 
over.  No  adventitious  sounds.  Signs  masked  by  laryngeal 
stridor.  Larynx  :  Epiglottis  swollen  and  granular-looking. 
Swelling  over  both  arytfenoid  cartilages.  Both  ventricular 
bands  swollen,  hiding  true  v^ocal  cords  except  just  anteriorly, 
where  they  appear  swollen.  Temperature  ranged  from  98° 
to  102°. 

Expectoration  scanty;  contained  a  few  tubercle  bacilli. 
Had  forty-five  sittings. 

"When  discharged  the  physical  signs  of  chest  remained 
obscured.  Larynx :  Right  aryepiglottic  fold  extensively 
ulcerated.  Also  the  left,  but  not  so  much.  Mucous  membrane 
over  arytrenoids  much  swollen.  The  ventricular  bands  very 
irregular  and  enormously  swollen,  quite  hiding  the  cords. 
The  whole  of  an  ashy-grey  colour.  Disease  had  decidedly 
advanced. 

Case  4. — A.  M.,  aet.  39.  No  family  history  of  phthisis. 
Commenced  two  years  ago.  No  haemoptysis.  Some  emacia- 
tion. Right  lung  :  Dulness  with  harsh  breathing,  and  crepi- 
tations to  fourth  rib.     Left  side  :  Same  signs  but  less  marked. 
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Epiglottis  a  mere  ulcerated  stump. 

Mucous  membrane  over  both  arytsenoid  cartilages  swollen, 
especially  tlie  left.  Right  vocal  cord  :  Movements  imperfect. 
Temp.  98° — 101°.     Eemained  unchanged.     Nine  sittings. 

He  got  worse.  Lost  three  pounds,  and  could  not  be  induced 
to  continue  the  inhalations. 

It  is  impossible  to  form  any  opinion  as  to  the  effect  of  this 
treatment  from  these  four  cases.  The  first  patient  was  doing 
well  before  it  was  commenced,  and  continued  to  improve.  The 
second  case,  although  he  gained  weight,  made  no  marked 
progress.  In  the  third  the  laryngeal  disease  most  decidedly 
advanced,  and  t-hat  rather  rapidly.  The  fourth  was  a  bad  case, 
and  the  patient  would  not  persist  in  the  treatment  long  enough. 

However,  about  this  time  two  cases  occurred  in  the  hospital 
which,  I  think,  enabled  us  to  form  a  very  good  idea  of  how 
far  this  method  of  treatment  was  likely  to  be  beneficial. 
There  was  a  patient  under  the  care  of  Dr.  Mitchell  Bruce  with 
well-marked  bronchiectatic  excavation  of  the  base  of  the  left 
lung.  Mr.  Grodlee  had  successfully  tapped  it  after  removing 
a  piece  of  rib.  On  illuminating  the  interior  of  the  cavity 
two  openings  could  be  distinctly  seen,  and  a  probe  could  be 
passed  up  them,  and  appeared  to  reach  somewhere  near  the 
trachea,  and  caused  coughing.  Air  passed  very  freely  in  and 
out  of  the  cavity.  When  the  patient  inhaled  peppermint  it 
could  be  smelt  at  the  wound,  and  when  it  was  blown  through 
the  opening  he  almost  instantaneously  tasted  it.  This  showed 
that  there  was  a  very  free  communication  between  the  mouth 
and  the  cavity.  Inspection  of  the  lung,  which  was  removed 
after  death,  clearly  shows  how  very  free  this  communication 
was.  This  patient  was  set  to  inhale  hot  air,  which  he  did  at 
about  a  temperature  of  300°  F.  A  thermometer  was  placed 
free  in  the  cavity,  and  carefully  plugged  in.  At  the  end  of 
one  hour  the  thermometer  only  rose  one  degree.  The  patient 
thought  it  was  a  form  of  treatment  which  suited  him,  so  we 
had  no  difficulty  in  repeating  this  experiment  several  times, 
and  always  with  the  same  result. 

Another  case  soon  occurred  which  gave  us  further  oppor- 
tunities of  trying  experiments.  A  patient  was  admitted  under 
the  care  of  Dr.  Tatham,  also  with  a  cavity  at  the  base  of  the 
left  lung.  Its  exact  nature  was  never  determined,  as  he 
fortunately  made  a  complete  recovery.  It  was  tapped  by  Mr. 
Godlee  after  resecting  a  piece  of  rib.  In  this  case  also  there 
was  a  free  communication  with  the  mouth,  but  not  quite  so 
free  as  in  the  preceding  case,  as  he  did  not  taste  the  pepper- 
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mint  quite  so  instantaneously.  A  probe  could  be  passed  up 
towards  the  trachea^  wbich  he  said  he  felt^  and  it  caused  much 
coughing.  The  same  experiments  were  repeated  on  him,  but 
in  his  case  the  thermometer  never  rose  at  all. 

I  think  that  these  experiments  show  what  most  of  us  would 
have  expected,  viz.  that  the  temperature  of  superheated  air 
is  rapidly  dissipated  in  the  mouth,  phaiynx,  and  larger  air- 
tubes.  Thesestructuresareextremely  vascular,  and  the  rapidity 
with  which  the  blood  circulates  appears  quite  able  to  carry 
off  any  superfluous  heat,  and  reduce  the  air  to  the  normal 
temperature  of  the  blood  before  it  reaches  the  smaller  bronchi 
and  pulmonary  tissue."^  It  follows,  then,  that  the  inhalation  of 
superheated  air  can  have  no  influence  over  the  course  of 
phthisis. 

*  Dr.  Ernst  Schowald,  of  Jena,  has  recently  made  some  experiments  on  dogs 
to  test  this  point,  and  the  conclusions  he  arrived  at  are  the  same  as  my  o\vn. 
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I. — A  case  of  Myxoedema  in  a  young  subject.     By  John 
Abercrombie,  M.D.     Exhibited  November  8,  1889. 

THE  patient,  Annie  B.,  is  now  aet.  15,  and  her  present  ail- 
ment is  said  to  date  from  the  time  when  she  was  between 
eight  and  nine  years  old.  At  this  period  she  lost  her  father, 
to  which  her  mother  ascribes  her  illness.  Up  to  this  date 
she  was  a  bright,  intelligent  child,  quick  at  her  lessons,  and 
was  considered  pretty.  The  mother  cannot  give  any  definite 
account  of  the  symptoms  at  the  commencement  of  the  illness  ; 
she  says  the  child  was  more  or  less  laid  up  for  three  years, 
and  the  doctor  told  her  that  the  kidneys  were  affected  (unfor- 
tunately this  doctor  has  been  dead  some  years) .  Nothing  was 
ever  noticed,  especially  as  to  her  throat,  during  the  primary 
illness  or  subsequently.  The  mother  has  found  that  the  child 
has  much  gone  back  in  mental  power,  and  that  though  much 
older  she  does  not  know  nearly  so  much  as  she  did  before  her 
illness ;  her  memory  has  become  very  bad,  and  she  is  getting, 
according  to  the  mother's  statement,  more  and  more  apathetic. 
There  has  also  been  a  marked  change  in  her  personal  appear- 
ance ;  her  hair,  from  being  soft  and  silky,  has  become  coarse, 
and  her  skin  has  also  become  rough  and  harsh  ;  her  features 
and  complexion  have  also  undergone  great  alterations.  Her 
bowels  are  generally  costive,  and  she  suffers  much  from  cold. 


Living  Specimens.  241 

The  catamenia  have  not  been  established.  Patient  is  the  first 
child,  and  was  born  at  the  full  time  ;  the  labour  was  tedious, 
but  instruments  were  not  used.  She  was  late  in  teething  and 
walking,  but  up  to  the  commencement  o£  this  illness  was  con- 
sidered an  exceptionally  fine  child  both  mentally  and  physic- 
ally :  she  has  hardly  grown  at  all  since  this  illness.  There 
is  one  other  child,  younger  and  healthy  in  all  respects.  The 
mother  is  healthy;  she  has  had  no  miscarriages.  The  father 
died  of  phthisis,  aged  thirty-one. 

Patient  is  a  squat,  thick-set  child,  measuring  47|  in.  in 
height ;  she  is  pale  with  a  somewhat  muddy  complexion,  and 
broad  bridge  to  her  nose ;  the  lips  are  rather  thick,  anaemic, 
and  dusky  ;  the  tongue  is  not  big,  and  there  are  no  fat  masses 
in  her  neck ;  the  rings  of  the  trachea  can  be  plainly  felt  in 
front;  the  thyroid  is  not  palpable.  Her  hair  is  sparse  and 
coarse.  The  heart's  sounds  are  natural ;  the  liver  and  spleen 
cannot  be  felt,  but  the  abdomen  is  somewhat  large  and  tumid. 
The  skin  is  everywhere  harsh  and  dry ;  the  hands  are  square, 
spade-like,  with  short  fingers,  and  are  generally  blue  and  cold  ; 
the  feet  are  also  short  and  cold.  She  is  quiet  and  easily  con- 
tented, but  though  dull  she  is  by  no  means  imbecile,  and  can 
perfectly  understand  all  that  is  said  to  her.  The  knee-jerks  are 
active.  Urine  generally  of  low  specific  gravity,  sometimes 
containing  a  trace  of  albumen. 


II. — A  case  of  Excision  of  the  head  and  neck  of  the 
Humerus  for  myeloid  sarcoma.  By  C.  Macnamara. 
Exhibited  November  8,  1889. 

FP.,  get.  22,  a  powerful,  healthy  young  fellow,  consulted 
•  me  in  September,  1888,  on  account  of  an  extremely 
painful  condition  of  his  left  shoulder.  The  patient  stated 
that  since  August,  1887,  his  shoulder  without  any  definite 
cause  had  gradually  enlarged,  producing  intense  pain  in 
the  limb.  I  found  that  the  head  of  the  left  humerus  was 
occupied  by  a  tumour  which  had  rapidly  increased  in  size 
during  the  two  months  previously  to  the  patient's  first  visit  to 
me ;  his  suffering  at  this  time  was  so  great  that  he  was  prepared 
to  lose  his  arm  rather  than  endure  the  pain  any  longer.  The 
tumour  was  of  cartilaginous  hardness  except  at  one  spot 
where  fluctuation  could  be  felt ;  a  trocar  and  cannula  having 
VOL.  xxiii.  16 
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been  thrust  into  this  portion  of  the  tumour,  about  half  an 
ounce  of  bloody  fluid  flowed  outwards. 

In  September,  1888,  I  made  an  incision  from  above  down- 
wards through  the  soft  tissues  into  the  tumour,  so  as  to  enable 
me,  after  dividing  the  attachments  of  muscles,  to  extrude  the 
upper  extremity  of  the  humei-us  through  the  wound.  The  bone 
was  then  sawn  through  about  1  \  in.  below  the  lesser  tuberosity, 
but  as  the  remaining  cancellous  tissue  was  unhealthy  at  the  line 
of  section  a  portion  of  it  was  gouged  away.  The  arm  and  fore- 
arm after  the  operation  were  at  once  fixed  to  the  thorax  by 
means  of  a  plaster-of-Paris  bandage. 

The  wound  healed  without  suppuration,  and  the  patient 
has  now  a  useful  arm  and  hand.  There  has  been  no  recur- 
rence of  the  disease  either  in  the  affected  part  or  anywhere 
else  in  the  body,  the  patient  at  present  being  in  perfect 
health. 

On  examining  the  tumour,  which  was  as  large  as  a  good- 
sized  orange,  it  was  found  to  consist  of  a  growth  of  myeloid 
sarcoma  in  the  cancellous  tissue  of  the  head  and  neck  of  the 
humerus.  In  one  part  the  sarcoma  had  degenerated  so  as  to 
form  a  cavity.  The  articular  cartilage  of  the  humerus  and  of 
the  glenoid  cavity  was  healthy,  the  morbid  growth  not  having 
extended  through  the  periosteum  or  the  articular  cartilage  of 
the  upper  end  of  the  humerus. 

P.S. — There  has  been  no  return  of  disease  up  to  date 
(July,  1890).  The  patient  has  good  movement  of  the  arm, 
and  can  do  a  hard  day's  work  with  it. 


Ill, — Disseminated  Myositis  and  Neuritis,  probably  of 
alcoholic  origin,  unilateral  (hemiplegic)  in  distri- 
bution^ accoinijamed  by  terminal  gangrene  {Ray- 
naud's?) and  by  pigmentation  of  the  sldn,  and 
folloived  by  muscular  atrophy.  By  H.  Handfokd, 
M.D.     Exhibited  November  8,  1889. 

THE  patient  who  is  the  subject  of  this  affection  was 
exhibited  to  the  Society  on  the  evening  of  November  8, 
1889.  He  had  been  under  my  observation  at  intervals  as  an 
out-patient  for  several  years.  The  progress  of  the  case  since 
the  above  date  has  been  very  carefully  watched,  and  is 
recorded  up  to  May,  1890. 
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Although  instances  of  peripheral  neuritis,  mostly  followed 
by  muscular  atrophy,  of  all  degrees  of  severity,  and  of  very 
variable  origin  (alcoholic,  puerperal,  febrile,  traumatic,  &c.), 
have  been  tolerably  numerous  in  the  Nottingham  General 
Hospital  duting  the  past  few  years,  I  have  never  before  met 
with  a  muscular  induration  in  the  least  resembling  that  to  be 
described  in  the  pi'esent  case.  The  further  progress  of  the 
affection  since  the  patient  was  shown  to  the  Society  has  only 
served  more  completely  to  dispel  the  idea  that  the  induration 
was  of  the  nature  of  a  gumma.  The  evidence  of  syphilis  is 
very  slight,  and  dates  back  thirty-seven  years.  The  indura- 
tion never  assumed  the  form  of  a  nodule,  but  the  normal 
contour  of  the  muscle  was  always  preserved.  It  was  always 
free  and  not  adherent  to  adjacent  structures.  The  tissue 
removed  from  the  centre  of  the  induration  was  not  that  of  a 
gumma.  The  induration  was  uninfluenced  by  antisyphilitic 
remedies.  The  indurations  in  the  deltoid,  pectoralis  major, 
and  vastus  extern  us  were  in  all  probability  of  the  same  nature 
as  that  in  the  biceps,  namely,  the  results  of  a  myositis. 

Case. — W.  R.,  set.  50,  a  foreman  shunter  on  the  Midland 
Railway,  was  admitted  into  the  General  Hospital,  Nottingham, 
under  my  care  on  July  25,  1889,  complaining  of  swelling  of, 
and  loss  of  use  in,  the  right  arm. 

History. — At  thirteen  years  of  age  he  had  a  sore  on  the 
penis,  with  a  slight  discharge.  He  had  no  secondary  sym- 
ptoms, so  far  as  he  knows,  and  has  had  none  since. 

He  was  in  Michigan,  U.S.A.,  for  eighteen  months 
nineteen  years  ago,  and  had  remittent  fever  while  there ; 
and  afterwards  was  ill  for  four  months  with  ''ague"  in 
London,  in  University  College  Hospital,  under  the  care  of  the 
late  Dr.  Wilson  Fox.  He  has  had  no  attack  since.  He  is 
married  and  has  nine  healthy  children.  There  is  no  family 
history  of  nervous  disease.  He  states  that  he  takes  a  pint  of 
beer  daily,  but  no  spirits.  As  he  has  gradually  worked  his 
way  up  to  the  position  of  a  foreman  at  an  important  railway 
centre,  I  Avas  at  first  inclined  to  accept  his  statement  of 
sobriety.  But  I  am  assured  by  the  doctor  who  treated  him 
in  the  earlier  part  of  his  illness,  before  his  admission  to  the 
hospital,  that  the  patient  admitted  drinking  spirits  for  some 
time  past,  and  that  for  a  fortnight  before  the  acute  illness 
began  he  had  remained  at  honu^,  drinking  rum  all  day  long. 
The  patient's  wife  confirmed  this,  but  both  requested  that  the 
information  should  be  kept  from  me  at  the  hospital.  And 
even  now  the  patient  denies  to  me  that  he  ever  took  spirits  to 
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excess.     He  used  to  smoke  6  or  8  oz.  of  strong  tobacco  a 
week ;  lately  he  has  not  exceeded  3  or  4  oz.     He  has  been 


Fig.  8. 


lu  the  above  figure  the  bkck  denotes  the  areas  of  browu  pigmentation, 
with  thickening  of  the  skin.  The  shading  represents  the  distribution 
of  the  anaesthesia,  which  varied  in  degree  as  shown  by  the  depths  of  tint. 


advised  to  give  up  alcohol  and  tobacco  absolutely, 
to  weigh  14  stone,  now  only  weighs  11. 


He  used 


Liuitiy  SjieciTnens. 
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History  of  jpresent  illness. — He   has  been  iu   a  depressed 
state   of  health,  both  physically  and  mentally,  for  the  past 


Fig.  9. 


In  the  above  figure  the  black  denotes  tlic  iiroas  of  browu  pijjnu'ntation, 
with  thickening  of  the  skin.  The  shading  represents  the  distribution 
of  the  anesthesia,  wliieh  viiried  in  degree  as  sliown  by  the  depths  of  tint. 

two   years,  but   continued    his  work  till    five  weeks    before 
admission.     Ho  then  noticed   his  right  arm  was  becoming 
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weaker,  and  a  few  days  later,  after  going  to  bed  compara- 
tively well,  he  awoke  in  the  morning  to  find  the  right  upper 
arm,  forearm,  forefingei*,  and  thumb  painful,  swollen,  and 
pitting  on  pressure.  He  states  positively  that  the  hand, 
middle,  ring,  and  little  fingers  were  unaffected.  The  swell- 
ing reached  its  maximum  in  twenty-four  hours,  and  was 
quickly  followed  (not  preceded)  by  discoloration  of  the  tips 
of  the  thumb  and  index  finger.  The  whole  arm  was  some- 
what dusky.  The  skin  on  the  ends  of  the  affected  fingers 
sloughed,  became  black,  and  peeled  off.  On  admission  the 
black  dead  skin  had  almost  separated,  leaving  the  new,  pink, 
healthy  skin  exposed  to  view.  The  patient  is  sure  there  was 
no  formation  of  matter  or  fluid  of  any  kind.  The  process 
was  a  dry  gangrene  much  resembling  Raynaud's  disease. 
There  was  no  swelling  of  the  axillary  lymphatic  glands. 
There  had  been  no  preceding  injury  to  the  hand  or  arm. 
About  the  same  period  the  patient  states  that  brownish 
patches  began  to  appear  over  the  right  malar  bone,  over  the 
right  deltoid,  and  on  the  outer  aspect  of  the  right  thigh.  In 
some  of  these  patches  the  skin  was  slightly  thickened,  in 
others  not.  In  all  common  sensation  was  diminished,  and 
sensibility  to  pain  so  considerably  lessened  that  a  pin  stuck 
into  the  skin  only  gave  a  sense  of  pressure,  but  without  pain. 
Sensibility  to  heat  and  cold  was  normal.  He  also  had  some 
weakness  of  the  right  leg.  The  knee  used  to  "  give  way  " 
while  he  was  walking,  but  he  never  fell.  He  had  been 
treated  by  mercurial  inunction,  and  the  gums  were  a  little 
tender  on  admission. 

At  the  beginning  of  his  illness  he  had  some  difficulty  in 
beginning  to  micturate,  but  that  passed  off  in  a  few  days. 
He  had  not  been  accustomed  to  carry  weights  on  the  shoulder. 

State  on  admission. — He  is  a  tall,  powerful,  well-deve- 
loped, well-noui'ished  man.  No  disease  of  the  heart  or  of  any 
other  of  the  viscera  can  be  detected.  The  urine  is  clear,  acid, 
free  from  albumen,  and  of  sp.  gr.  varying  from  1008  to  1020, 
and  on  two  occasions  definite  traces  of  sugar  were  detected. 
There  is  no  facial  paralysis,  no  trembling  of  the  lips;  the 
tongue  is  protruded  straight,  and  speech  is  unaffected  so  far 
as  is  noticed,  though  the  patient  says  that  sometimes  he  is 
unable  to  say  words  which  he  remembers  and  wishes  to  use. 
The  vocal  cords  move  normally  and  well.  The  pupils  react 
to  light  and  accommodation,  and  nothing  wrong  with  the 
fundus  can  be  detected.  There  is  no  paralysis  of  the 
internal  or  external  ocular  muscles. 
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The  swelling  and  oedema  of  the  arm  had  disappeared  by 
the  time  of  his  admission,  and  there  was  no  muscular  wasting. 
The  deltoid  was  hard  and  indurated.  The  skin  over  it  was 
partially  ansesthetic  and  analgesic,  and  somewhat  thickened 
and  discoloured  over  the  posterior  half.  The  biceps  in  its 
upper  two  thirds  Avas  large  and  of  a  woody  hardness,  moveable 
from  side  to  side,  and  giving  no  indication  of  exudation  out- 
side its  sheath,  which  would  tend  to  fix  the  muscle  or  disguise 
its  form.  The  hard  swelling  is  quite  uniform,  and  is  slightly 
tender  on  pressure.  The  lower  edge  of  the  pectoralis  major 
is  affected  in  a  similar  way.  The  skin  over  the  biceps  is  not 
thickened,  moves  freely,  and  no  very  definite  alteration  of 
sensibility  can  be  detected,  though  there  seem  to  be  patches 
of  impaired  sensation. 

There  are  areas  of  deficient  sensibility  along  the  radial 
side  of  the  forearm,  and  on  the  thumb,  index,  and  middle 
fingers.  The  fingers  are  rather  larger  than  those  of  the  other 
hand,  and  swell  and  become  dusky  unless  the  hand  is  kept 
up.  The  superficial  veins  are  pervious,  and  the  radial  and 
ulnar  pulses  are  as  good  as  on  the  other  side. 

The  arm  cannot  be  raised  above  the  level  of  the  shoulder, 
and  cannot  be  completely  flexed.  He  cannot  touch  the 
praecordia,  the  opposite  shoulder,  or  put  the  arm  behind  the 
back.  It  was  thought  at  the  meeting  that  this  might  be  in 
part  due  to  an  affection  of  the  elbow-  and  shoulder-joints. 
The  subsequent  progress  of  the  case  goes  to  show  that  there 
were  no  adhesions  in  the  joints.  The  humerus  could  always 
be  freely  rotated.  It  is  probable  that  the  general  csdematous 
swelling  of  the  limb  left  some  plastic  effusion  into  the  tissues 
around  the  joints. 

On  partially  flexing  the  right  knee  (complete  flexure  was 
not  possible  on  account  of  pain)  much  pain  was  caused  on  the 
outer  side  of  the  thigh  about  the  middle  of  the  vastus  ex- 
ternus,  where  a  hard  tender  mass  could  be  felt  deep  in  the 
muscles,  but  not  well  defined  because  of  the  tension  of  the 
fascia  lata. 

The  patches  of  brown  anassthetic  skin  on  the  thigh  have 
been  already  mentioned,  and  are  represented  on  the  accom- 
panying figure. 

There  is  no  affection  of  the  left  side  at  all. 

Electrical  examination. — Electro-sensibility  is  very  much 
diminished  over  the  front  of  the  right  upper  arm  when  com- 
pared with  the  left. 

Electro-contractility  :  Faradic. — The  right  serratus  magnus 
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cannot  be  made  to  contract  by  the  strongest  current;  the 
left  contracts  well. 

The  right  deltoid  contracts  fairly;  the  biceps  not  at  all 
to  a  current  which  tetanises  the  left  biceps ;  the  triceps 
fairly ;  the  forearm  muscles  well.  All  the  muscles  of  the 
upper  arm  which  contract  at  all  do  so  much  less  vigorously, 
and  require  a  much  stronger  current  than  the  muscles  on  the 
left  side. 

Oalvantc. — The  biceps  contracted  feebly  to  a  strong  cur- 
rent, but  KCC  was  greater  than  ACC,  showing  the  absence 
of  the  reaction  of  degeneration. 

The  serratus  magnus  did  not  contract  at  all.  The  other 
muscles  of  the  upper  arm  contracted  normally  in  kind,  but 
feebly  in  degree  when  compared  with  those  of  the  other  side. 
Three  weeks  later  the  deltoid  contracted  very  feebly  to 
the  faradic  current,  but  better  in  the  anterior  half  than  in  the 
posterior. 

He  complains  much  of  spontaneous  aching  pain  about  the 
posterior  triangle  of  the  neck.  The  knee-jerks  were  at  first 
equal  on  the  two  sides;  later  the  right  was  much  more  feeble 
than  the  left. 

On  examination  of  the  axilla,  chest,  and  neck  no  growth 
could  be  detected. 

The  treatment  has  been  mainly  by  iodide  of  potassium  and, 
mercury  (twice  to  slight  salivation),  but  later  by  tonics — iron 
and  quinine.  Now  he  is  again  taking  iodide.  He  has  less 
pain  when  taking  iodide.  The  muscles  have  also  been  fara- 
dised  twice  a  week  and  shampooed.  The  faradisation  has 
been  discontinued,  as  he  thought  it  caused  after-pain. 

Course  and  present  condition. — The  patient  has  been 
steadily  losing  power  in  the  arm.  It  can  now  (November, 
1889)  only  be  raised  to  an  angle  of  45°  from  the  side.  It 
can  be  about  semi-flexed  (even  Avith  the  forearm  in  the  prone 
position),  but  not  more.  This  would  indicate  that  the  flexion 
is  chiefly,  if  not  entirely,  due  to  the  long  flexors  of  the  wrist 
and  the  supinator  longus.  Pronation  and  supination  are  free, 
as  are„  also  the  movements  of  the  ^YY\s,t  and  fingers.  The 
shoulder  is  raised  by  the  superior  portion  of  the  trapezius 
and  the  levator  anguli  serpulfe,  while  the  serratus  magnus 
(and  lower  portion  of  the  trapezius  ?)  are  paralysed. 

There  is  much  atrophy  of  the  supra-spinatus,infra-spinatus, 
and  the  posterior  half  of  the  deltoid.  The  biceps  is  only  about 
two  thirds  the  size  it  was  on  admission,  but  retains  a  woody 
hardness,  and  is  slightly  tender  on  pressure.     The  induration 
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of  the  lower  fibres  of  the  pectoralis  major  has  disappeared, 
and  has  been  followed  by  some  muscular  atrophy. 

The  anesthesia  in  the  distribution  of  the  external  cuta- 
neous nerve  is  complete.  In  the  area  supplied  by  the  cuta- 
neous branches  of  the  lower  division  of  the  circumflex  it  is 
well  max'ked  but  not  complete.  On  the  leg  and  face  sensation 
has  improved.  The  discoloration  of  the  skin  is  somewhat  less 
marked  in  some  parts,  though  quite  evident  in  others. 

The  patient  can  still  write  fairly.  There  is  now  some 
tremor  of  the  upper  lip,  but  it  is  not  constant.  He  complains 
a  good  deal  of  pains  in  the  right  side  of  the  neck  and  in  the 
arm,  but  there  is  very  little  tenderness.  He  also  has  feelings 
of  numbness  and  tingling  in  the  right  thigh. 

There  is  a  cicatricial,  keloid-like,  irregularly  shaped  mark 
ou  the  outer  side  of  the  middle  of  the  right  upper  arm,  but 
the  skin  is  scai'cely  at  all  thickened.  The  mark  is  said  to 
have  existed  for  years,  but  to  vary  much  in  appearance  from 
time  to  time. 

November  27. — The  patient  is  improving;  he  can  now 
raise  the  arm  above  the  line  of  the  shoulder.  To-day  I  re- 
moved some  tissue  from  the  indurated  biceps  by  means  of 
Dr.  Leech's  modification  of  Duchenne's  "  emporte  piece  histo- 
logique."  It  caused  much  pain,  but  was  fairly  successful  in 
removing  tissue.  The  puncture  produced  no  deleterious  after 
effects.  On  the  contrary,  the  little  bleeding  to  which  it  gave 
rise  seemed  to  diminish  the  size  of  the  swelling.  Part  of  the 
tissue  was  examined  fresh  in  salt  solution,  part  in  glycerine, 
and  the  remainder  was  hardened  in  spirit,  stained  with  alum 
carmine,  with  logwood,  and  with  eosin,  and  mounted  in 
balsam.  There  was  no  excess  of  fibrous  tissue  between  the 
muscular  fibres  that  were  removed,  but  there  was  much 
granular  matter.  Many  of  the  fibres  appeared  to  be  covered 
on  the  surface  by  a  granular  layer,  as  if  an  interstitial  fluid 
effusion  (?  lymph)  had  coagulated  upon  them.  Some  of  the 
muscular  fibi'es  were  well  striated.  In  the  majority  the 
striation  was  poor  and  imperfect.  A  considerable  minority 
had  completely  lost  all  trace  of  striation,  had  become  granular, 
and  were  splitting  up  transversely  and  longitudinally.  A  few 
had  undergone  a  hyaline  transformation. 

January  5,  1890. — The  pains  in  the  posterior  triangle 
of  the  neck,  of  which  he  used  to  complain  so  much  and 
which  used  to  keep  him  awake  at  night,  have  ceased  to  be 
troublesome,  and  are  now  only  occasionally  felt.  Sensa- 
tion in  the   arm  is   not  altering  much.     The   thickening  of 
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the  skin  and  anaBstliesia  over  the  scapula  have  disappeared. 
So  also  have  the  thickening  and  anaesthesia  over  the 
malar  bone.  His  power  of  motion  improves  daily.  The  grasp 
with  the  right  hand  registers  80  lbs.,  that  with  the  left  110  lbs. 
He  can  now  raise  the  right  hand  above  the  head,  phice  it  on 
the  opposite  shoulder,  and  behind  the  back.  There  is  much 
less  stiffness  of  the  elbow-joint,  which  can  now  be  flexed  to  an 
acute  angle.  There  is  now  no  sign  of  anchylosis  of  either 
shoulder  or  elbow  joint,  which  in  November  last  was  feared. 
The  indurated  portion  of  the  biceps  remains  as  hard  and  as 
sharply  defined  as  ever,  but  is  smaller  in  area.  It  now  affects 
about  the  upper  three  sevenths  of  the  muscle. 

January  8,  1890. — Electrical  examination,  right  side  : 
Faradic  current. — The  deltoid  contracts  moderately  well, 
but  the  anterior  portion  better  than  the  posterior.  The 
biceps  does  not  contract  at  all  to  a  very  strong  current  which 
by  diffusion  tetanises  all  the  other  muscles  of  the  forearm  and 
upper  arm.  The  serratus  magnus  contracts  nearly  as  well  as 
on  the  left  side. 

Galvanic  current. — The  anterior  part  of  the  deltoid  con- 
tracts much  better  than  the  posterior;  in  the  latter  ACC> 
KCC.  The  lower  part  (i.  e.  the  portion  below  the  induration) 
of  the  biceps  contracts  to  a  current  from  twenty  cells,  but 
ACC  is  much  greater  than  KCC,  thus  showing  well-marked 
reaction  of  degeneration. 

January  18. — He  was  made  an  out-patient,  still  improving. 
The  deltoid  was  growing  in  bulk.  The  induration  of  the 
biceps  remained  unaltered.  The  arm  could  be  raised  straight 
above  the  head. 

May  5,  1890. — Patient  went  back  to  his  work  eight  weeks 
ago,  but  was  only  able  to  continue  for  three  weeks,  since  which 
he  has  done  nothing.  He  was  obliged  to  give  up  his  work  on 
account  of  want  of  mental  power,  confusion,  and  loss  of 
memory.  He  would  have  to  read  a  letter  through  six  or 
seven  times  to  cori-ect  mistakes,  and  used  to  forget  the  names 
of  the  men  working  under  him.  In  fact,  he  has  cerebral 
symptoms  somewhat  resembling  those  of  general  paralysis. 
He  has  tremor  of  the  tongue  and  marked  tremor  of  the  upper 
lip.  But  he  pronounces  his  words  freely  and  well,  and  is  not 
at  a  loss  for  words.     He  is  rather  depressed. 

The  movements  of  the  right  arm  are  now  quite  as  good  as 
those  of  the  left.  All  his  muscles  noAv  are  weak  and  flabby 
(in  the  left  arm  as  well  as  the  right),  but  the  only  detectable 
local  atrophy  is  in  the  posterior  portion  of  the  deltoid,  the 
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supra-  and  inlra-spinati^  and  the  lower  border  of  the  pectoralis 
major.  The  right  biceps  is  smaller  than  the  left.  It  does 
not  harden  or  contract  when  the  elbow  is  flexed,  this  move- 
ment being  performed  chiefly  if  not  entirely  by  the  brachialis 
anticus.  Even  when  the  elbow  is  flexed  against  considerable 
resistance  the  biceps  can  be  rolled  from  side  to  side  as  a  lax 
sausage-shaped  body.  The  indurated  mass  is  much  smaller 
than  formerly,  and  now  afi^ects  less  than  the  upper  third  of 
the  muscle.  The  hard  part  is  sharply  defined,  and  is  about 
2  inches  long  by  Ij  broad.  The  induration  has  always  re- 
tained the  normal  shape  of  the  muscle,  and  has  never  pre- 
sented any  resemblance  to  a  gumma.  The  mici'oscopic  exa- 
mination, too,  of  the  removed  tissue  tends  to  disprove  its  being 
a  gumma.     The  lump  is  still  slightly  tender  when  handled. 

The  leg  has  completely  recovered,  and  the  patient  is  not 
unduly  fatigued  by  walking  four  miles  to  the  hospital  and  back. 
He  now  sleeps  badly.  Though  pressed,  he  denies  taking  spirits 
now.  He  becomes  excited,  confused,  and  upset  by  the  simplest 
matters.  He  cannot  stand  the  noise  of  his  children  playing, 
and  has  to  go  out.  He  cannot  read  for  more  than  a  few 
minutes  at  a  time  without  becoming  restless,  and  being  obliged 
to  go  out  of  doors  and  walk  about. 

Sensation  remains  blunted  over  most  of  the  right  arm 
and  over  the  right  pectoral  muscle,  but  it  is  only  lost  in  the 
distribution  of  the  external  cutaneous  nerve. 

The  knee-jerks  are  present  on  both  sides,  but  the  right  is 
decidedly  loeaker  than  the  left.  The  pupil  reactions  are 
normal.     The  urine  is  free  from  sugar  and  albumen. 

In  the  earlier  stages  of  pigmentation  and  anaesthesia 
without  muscular  atrophy  the  condition  bore  some  resemblance 
to  that  of  anaesthetic  leprosy.  The  progress  of  the  case,  how- 
ever, made  the  distinction  clear. 

The  nerves  chiefly  affected  by  the  neuritis  appear  to  have 
been  the  musculo-cutaneous,  circumflex,  posterior  thoracic, 
external  anterior  thoracic,  the  supra-scapular,  with  some  cuta- 
neous branches  of  the  median,  and  some  branches  of  the 
anterior  crural. 

Note. — With  regard  to  the  unilateral  distribution  of  the 
anaesthesia  in  this  case  it  is  stated  by  Gowers  (vol.  ii,  p.  901), 
"  In  France  hemianaesthesia  is  said  to  be  not  uncommon  in 
alcoholics,  and  some  examples  of  it  have  been  described  by 
Magnan,  similar  apparently  to  the  unilateral  loss  that  is  met 
with  in  hysteria.  But  the  condition  is  rarely  met  with  in  this 
country.^' 
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IV. — Chronic  Rheumatic  Arthritis  in  a  child.    By  G.  H. 
Makins.     Exhibited  November  8,  1890. 

EF.,  set.  9,  female.  No  family  history  of  rheumatism 
•  beyond  rheumatic  pains  in  case  of  father.  Mother 
healthy,  married  twenty-eight  years ;  has  had  twelve  children, 
of  whom  patient  is  the  tenth.  Two  children  have  died^  one 
convulsions^  one  "consumption  of  the  bowels."  Mother  has 
suffered  with  rheumatic  pains  for  last  few  years.  Brothers 
and  sisters  healthy. 

Child  had  an  attack  of  measles  at  two  and  scarlet  fever  at 
seven,  but  was  healthy,  and  could  walk  and  run  about  well 
until  three  years  and  four  months  of  age ;  "  she  then  had  a 
fit,  and  after  this  lost  the  use  of  her  limbs ;"  and  although 
she  has  occasionally  hobbled  about  she  has  been  practically 
bedridden  since.  One  week  after  the  fit  her  mother  noticed 
her  fingers  and  knuckles  swollen,  then  the  wrists  and  elbows, 
and  soon  after  the  knees  and  ankles.  All  were  affected  within 
a  period  of  about  three  weeks.  Since  then  the  swelling  has 
persisted,  fluctuating  somewhat  in  degree.  Stiffness  was  noted 
about  a  year  after  the  commencement  of  the  disease.  Has 
had  pains  in  the  limbs  throughout,  and  suffered  with  coldness 
of  the  feet.  The  only  treatment  resorted  to  has  been  cod- 
liver  oil  internally. 

On  admission  looks  fairly  healthy,  but  rather  puffy  about 
face.  Bright  and  intelligent,  but  has  had  no  education.  No 
pain  except  on  first  movement  after  prolonged  rest.  No 
signs  of  rickets,  no  deformity  of  head  or  spine  ;  chest  moves 
freely  in  respiration.     No  sign  of  disease  of  internal  organs. 

Upper  extremities. — Shoulders  normal.  Elbows  :  Swelling, 
obliteration  of  hollows  around  olecranon  ;  all  movements  very 
limited,  forearm  semiflexed,  grating  marked  in  left.  Wrists 
swollen,  especially  on  dorsal  and  radial  aspects,  very  limited 
movement  accompanied  by  grating.  Metacarpo-phalangeal 
joints  also  stiff,  cannot  grasp  a  small  object,  little  finger-joint 
the  most  free.  Interphalangeal  joints  especially  affected, 
contrasting  sharply  with  the  somewhat  wasted  fingers  ;  the 
index  finger  is  the  most  markedly  deformed.  There  is  no 
deflection  of  the  fingers  as  a  whole  to  the  ulnar  side.  The 
skin  of  the  forearm  i.s  thin  and  glossy,  the  nails  are  ridged 
longitudinally. 
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Loiver  extremities. — Both  hips  firmly  anchylosed,  the  limbs 
being  adducted  and  rotated  inwards.  Knees  enlarged,  and 
movement  is  limited,  with  grating.  Ankles,  same  condition. 
Well-marked  hallux  valgus  of  great  toes,  movement  very  slight 
(had  never  worn  boots). 

The  child  can  stand,  and  walk  in  a  very  tottering  fashion 
with  assistance.  The  legs  are  wasted,  and  the  skin  is  thin 
and  glossy.  The  joints  generally  are  enlarged,  the  bones 
apparently  taking  small  part  in  the  enlargement.  There 
are  adhesions  throughout;  limited  movement  causes  little  pain. 
Common  sensation  apparently  good. 

The  child  was  treated  with  massage,  warm  alkaline  baths, 
and  tonics,  but  improved  little  or  not  at  all  during  a  stay  of 
three  months. 


V. — A  case  of  Acromegaly.     By  Percy  Flemming,  M.D. 
Exhibited  December  13,  1889. 

THE  patient  is  a  woman,  aet.  44  ;  has  been  married  and  had 
two  children,  one  of  whom  is  said  to  be  strong,  the  other 
weak.  There  is  nothing  of  importance  in  the  family  history 
beyond  the  fact  that  her  father  was  very  rheumatic.  The  patient 
has  been  a  cook  and  worked  much  in  the  dairy,  and  in  this  way 
has  been  exposed  a  good  deal  to  cold  and  draughts.  She  has 
had  no  illness  except  measles  at  the  age  of  twenty.  Has  been 
troubled  a  good  deal  with  "  dead  fingers."  There  is  no  trace 
of  syphilis.  She  came  to  Moorfields  Eye  Hospital  in  November, 
1889,  complaining  of  failure  of  sight.  The  following  history 
was  then  obtained.  The  sight  has  been  failing  for  last  year, 
and  the  eyelids  have  been  getting  bigger  for  the  same  time. 
Six  years  ago  the  hands  began  to  enlarge,  and  at  same  time 
there  were  severe  shooting  pains  from  the  elbows  to  the  fingers, 
distinctly  worse  at  night.  Two  years  later  the  feet  began  to 
enlarge,  and  she  had  great  difiiculty  in  getting  boots  to  fit 
her,  and  now  she  has  to  get  them  specially  made.  A  little 
later  she  noticed  an  alteration  in  her  features.  She  does  not 
think  that  the  hands  and  feet  have  changed  much  the  last 
two  or  three  years.  The  catamenia  ceased  six  years  ago, 
when  she  Avas  thirty-eight,  having  been  very  irregular  for  the 
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two  preceding  years.  When  shown  to  the  meeting  the  con- 
dition was  as  follows  : 

Head. — The  face  is  of  an  elongated  oval  shape,  broad 
across  the  malars  ;  the  right  parieto-temporal  region  is  a 
shade  more  prominent  than  the  left ;  the  parietal  regions  are 
somewhat  bossy.  The  snperciliary  ridges  are  not  very  pro- 
minent ;  the  eyelids  are  full,  apparently  from  excess  of  sub- 
cutaneous tissue,  more  marked  in  the  upper  than  the  lower ; 
there  is  no  oedema.  There  is  distinct  exophthalmos  on  both 
sides,  the  right  eye  being  a  little  more  prominent  than 
the  left;  the  right  malar  is  a  little  more  prominent  than 
left. 

Nose  is  much  enlarged,  broadened  out  across  the  carti- 
lages, which  are  distinctly  thickened  ;  the  nasal  bones  seem 
natural.  Ears  not  thickened.  Lower  jaw  is  massive,  espe- 
cially the  bod}^,  so  that  the  chin  is  very  prominent ;  when 
the  mouth  is  closed  the  lower  teeth  project  quite  one  third 
of  an  inch  beyond  the  upper.  (The  patient  is  quite  sure 
that  this  used  not  to  be  the  case.)  Lower  lip  is  thin  and 
everted.  Tongue  is  somewhat  enlarged.  Palate  is  very 
arched  and  narrow  (keel-shaped).  Teeth:  The  alveolar  pro- 
cesses seem  natural ;  several  were  wanting. 

Nech  is  short  and  thick.  Thyroid  body  can  be  felt  and 
seems  natural.  Thymus  :  The  note  over  the  manubrium  is 
distinctly  less  resonant  and  there  is  more  resistance  than 
natural,  but  there  is  no  distinctly  defined  area  of  dulness. 

Costal  cartilages. — The  second,  third,  fourth,  and  fifth  on 
the  left  side  are  much  enlarged ;  the  right  ones  are  so  to  a  less 
extent. 

Upper  limhs. — The  clavicles  are  massive,  especially  the  inner 
third  of  the  left;  the  scapulw  seem  natural;  the  humerus, 
radius,  and  ulna  all  seem  natural.  From  the  tip  of  the  acro- 
mion to  the  tip  of  the  olecranon  (the  arm  being  fully  extended) 
measures  12j  in.  on  both  sides  ;  from  the  tip  of  the  olecranon 
to  the  tip  of  the  styloid  process  of  ulna  measures  10  in.  on 
both  sides.  (It  may  be  noted  here,  that  the  length  of  humerus 
calculated  from  the  patient's  height  [5  ft.  oh  in.]  is  13yL  in.,  of 
the  ulna  9^  in.)  The  hands  are  greatly  enlarged,  and  have  the 
following  measurements :  From  the  tip  of  the  styloid  process 
to  tip  of  middle  finger  7|-  in.  on  the  right  side,  7|  in.  on  the 
left ;  the  circumference  at  the  right  raetacarpo-phalangeal 
joints  9i  in.,  at  the  left  9^  in. ;  circumference  at  the  middle 
of  the  right  middle  finger  3f  in.,  at  the  left  3f  in.;  circumfer- 
ence at  the  tip  of  middle  finger  3  in.  on   both   sides.     The 


DESCRIPTION  OF  PLATE  V. 

To  illustrate  Dr.  Percy  Flemming's  case  of  Acromegaly. 

Shows  the  elongated  oval  shape  of  the  face ;  the  right  parieto-tem- 
poral  region  a  little  more  prominent  than  the  left ;  exophthalmos  in 
the  right  eyeball  more  prominent  than  the  left ;  right  malar  a  little 
more  prominent  than  the  left ;  the  nose  bi'oadened  out  across  the  car- 
tilages, which  are  thickened;  the  lower  jaw  massive. 
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DESCRIPTION  OF  PLATE  VI. 

To  illustrate  Dr.  Percy  Flemming's  case  of  Acromegaly. 

Shows  dorsal  aspect  of  the  hands. 
Normal  hand  shown  above  for  comparison. 
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DESCRIPTION  OF  PLATE  VII. 

To  illustrate  Dr.  Percy  Flemming's  case  of  Acromegaly. 

Shows  hypertrophy  of  feet. 
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phalanges  and  metacarpal  bones  are  broad  and  massive. 
There  is  a  large  increase  in  the  subcutaneous  tissue  of  the 
fingers  and  thumbs^  especially  over  the  teruiinal  phalanges, 
foi'ming  a  series  of  cushion-like  masses,  those  over  the  tei'- 
minal  phalanx  of  each  thumb  being  enormous. 

Lower  limbs. — Iliac  crests  are  distinctly  thickened.  The 
fibula  measures  13^  in.  on  both  sides;  the  tibia  134  in.  on 
both  sides.  (The  calculated  length  is — tibia  13f  in.,  fibula  VS^ 
in.)  The  bones  are  not  apparently  enlarged ;  the  anterior 
borders  of  both  tibiae  are  nodular  and  curved.  The  patellx 
are  both  big,  measuring  3  in.  across  their  widest  part.  Both 
feet  are  much  enlarged,  and  have  the  following  measurements  : 
From  the  heel  to  the  tip  of  the  great  toe  on  both  sides  10  in. ; 
circumference  round  metatarso-phalangeal  joints  10-|  in.  on 
right  side,  10^  in.  on  left ;  circumference  round  instep  10^  in. 
on  right,  10-^  in.  on  left  side.  The  metatarsal  bones  and  pha- 
langes are  enlarged,  and  there  are  large  developments  of  sub- 
cutaneous tissue  over  the  terminal  phalanges,  especially  those 
of  the  great  toes,  but  none  at  the  sides  of  the  feet. 

The  bach  shows  distinctly  some  bowing  backwards  in  the 
upper  dorsal  region. 

Special  senses. — Sight  is  very  defective ;  right  V.  =  -^-^ 
J.  20,  left  V.  =  -g-oiTj  counts  fingers  (no  improvement  with 
glasses).  Ophthalmoscopic  examination  :  Left,  some  uvea  on 
lens  capsule,  media  otherwise  clear ;  disc  very  pale  and  atro- 
phic,  veins  large,  arteries  small.     Right,   media  clear,  disc 


Fig.  10. 


pale  especially  in  outer  part,  edge  irregular,  veins  large. 
Pupils  equal,  react  to  light  and  accommodation  sluggishly  ; 
consentaneous  movements  feeble.  The  fields  of  vision  show 
loss  of  tejn])oral  half  of  right  field,  and  loss  of  upper  nasal 
quadrant  in  addition  to  the  temporal  half  on  the  left. 
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Smell  seemed  slightly  defective  on  left  side ;  most  likely 
due  to  a  catarrh  at  the  time.  Hearing :  Watch  heard  at  a 
distance  of  six  inches  from  either  ear.  Taste  quite  natural. 
Touch  quite  natural. 

There  has  never  been  any  headache,  and  since  the  onset 
there  have  been  no  pains  in  the  limbs. 

Skin  rather  coarse  ;  perspires  freely,  especially  when  atten- 
tion is  given  to  her.  Nails  rather  brittle.  Hair  dark  and 
rather  coarse. 

Digestive  functions  quite  natural;  no  excessive  thirst. 

Temperature  tends  to  subnormal,  averaging  97°. 

Urine. — Averages  40  oz.  daily;  urea  2-5  per  cent.;  no 
albumen  or  sugar.     No  peptones  present. 

Voice  is  low  and  weak,  not  otherwise  altered;  epiglottis 
does  not  seem  enlarged. 


VI. — Case   of  Acromegaly.     By   A.  Quarry  Silcock. 
Exhibited  December  13,  1889. 

MRS.  B.,  get.  53,  had  always  lived  in  London.  Of  seven 
children,  one  was  born  dead,  one  died  at  seven  years  of 
age  of  hip  disease,  one  at  twenty-six  years  of  age  of  "  con- 
sumption ;"  the  remainder  were  healthy.  She  had  always 
enjoyed  good  health,  with  the  exception  of  an  attack  of 
pleurisy  nineteen  years  ago,  after  the  birth  of  the  last  child. 
No  other  facts  pointing  to  syphilitic  infection  were  obtained. 
The  catamenia  had  ceased,  apparently  naturally,  some  eight 
or  nine  years. 

She  had  noticed  her  fingers  to  be  getting  larger  during  the 
last  six  years ;  she  had  had  two  wedding  rings  cut  off  and 
larger  ones  made  during  that  period  by  reason  of  the  increas- 
ing size  of  the  ring  finger,  for  instance.  Her  friends  had 
noted  her  features  to  have  become  larger ;  her  nose  had  com- 
menced to  get  bigger  after  a  blow  thereon,  which  happened 
seven  years  since. 

She  stated  that  she  had  had  no  pain  iu  the  limbs  at  any 
time,  and  that  although  she  could  do  her  work  as  well  as  ever, 
her  hands  felt  '^  big  and  clumsy."  She  had  increased  in 
weight  each  time  she  had  been  weighed  lately,  but  she  thought 
that  she  had  become  thinner  about  the  body. 


DESCRIPTION  OF  PLATE  VIII. 
To  illustrate  Mr.  A.  Q.  Silcock's  case  of  Acromegaly. 

The  right-hand  photograph  shows  the  present  appearance  of  the 
patient.  There  is  thickening  of  the  nose,  both  the  nasal  cartilages  and 
the  skin  and  subcutaneous  tissues  being  affected.  The  lower  eyelids 
are  baggy,  the  lower  jaw  is  massive,  and  the  cartilages  of  the  ears  are 
thickened.   The  photograph  also  shows  the  hypertrophy  of  the  fingers. 

The  left-hand  photograph  is  reproduced  from  a  portrait  taken  of 
the  same  patient  several  years  ago. 
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Present  condition. — Her  features  are  large,  the  skin  of 
tlie  face  coarse,  the  expression  phlegmatic.  The  nose  is  most 
markedly  affected,  the  enlargement  being  due  partly  to 
thickening  and  expansion  of  the  nasal  cartilages,  partly  to 
thickening  of  the  skin  and  subcutaneous  tissues.  The  lower 
eyelids  are  "  baggy''  by  reason  of  a  transparent  oedema,  as  in 
myxcedema.  The  lower  jaw  is  massive,  the  lower  incisor 
teeth  projecting  beyond  the  upper.  The  cartilages  of  the 
ears  are  apparently  thickened  like  those  of  the  nose.  The 
tongue  is  very  large  and  slightly  furred. 

The  mental  condition  and  the  special  senses  are  normal. 
The  laryngeal  cartilages  are  probably  thickened ;  the  thyroid 
gland  appears  to  be  of  the  normal  size. 

The  hands  and  feet  are  markedly  enlarged,  especially  the 
hands ;  the  epithet  "  huge  "  might  be  applied  to  the  former. 
The  enlargement  is  due  partly  to  thickening  of  the  bones, 
partly  to  that  of  the  skin  and  subcutaneous  tissues,  and  it  is 
symmetrical  and  uniform.  It  is  impossible  to  say  whether 
there  is  or  is  not  any  lengthening  of  the  fingers ;  the  fore- 
arms, legs,  and  other  parts  of  the  body  are  not  affected. 

The  arteries  are  fibroid,  and  pulse  of  high  tension,  but 
there  is  no  albuminuria.  The  lungs  are  emphysematous,  and 
the  heart-sounds  muffled ;  there  is  no  evidence  of  cardiac 
hypertrophy. 

It  may  be  added  that  the  woman  has  taken  large  doses  of 
iodide  of  potassium  now  for  many  weeks,  but  without  any 
obvious  improvement  in  her  general  condition. 


YII. — Two  cases  of  Acromegaly.  By  E.  Kenneth 
Campbell.  Introduced  by  Mr.  Silcock.  Exhibited 
December  13,  1889. 

CASE  I.— George  T.,  ffit.  56  in  March,  1890. 
Personal  and  family  history. — Born  in  Framlingham, 
Suffolk,  where  he  lived  until  fifteen  years  old.  Then  resided 
at  Ipswich  for  seven  years,  and  for  the  rest  of  his  life  in 
London.  Has  always  followed  the  occupation  of  a  working 
tailor.  Mother  died  when  he  was  two  years  old  (phthisis?). 
Father  was  killed  (very  healthy).  Never  had  brothers  or 
VOL.  XXIII.  17 
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sisters.  Maternal  grandfather  died  at  an  advanced  age. 
Uncle  and  aunt  died  last  summer  (both  eighty- seven  years). 
Has  no  knowledge  of  any  other  relatives. 

Had  rheumatic  fever  at  age  of  eleven.  With  the  exception 
of  this  has  always  enjoyed  very  excellent  health  up  to  twelve 
months  ago. 

History  of  present  condition. — About  twelve  years  since 
patient  noticed  that  his  face,  nose,  and  eyebrows  were  becoming 
bigger,  which  condition  has  more  especially  developed  within 
the  last  eight  years.  The  people  with  whom  he  worked  were 
accustomed  to  say,  "  What  a  big  nose  father  has  ! "  (a  favourite 
term  used  by  them  in  speaking  of  or  to  him).  Has  observed 
that  external  occipital  protuberance  has  got  large  during  the 
last  six  years,  his  attention  being  more  especially  directed  to 
this  owing  to  the  pain  he  experienced  on  lying  down  in  bed. 

Synchronously  with  facial  enlargement  has  been  the  growth 
of  hands,  the  feet  only  having  become  bigger  during  the  past 
four  or  five  years.  Used  to  wear  eights  for  boots,  now  re- 
quires tens. 

Lower  lip  has  got  thick  during  the  last  five  or  six  years. 
Has  noticed  tongue  becoming  bigger  within  the  last  six  or 
seven  months. 

Present  state. — The  contour  of  the  face  is  most  typically 
egg-shaped,  with  the  long  end  inferior.  An  enormous  develop- 
ment of  superciliary  ridges,  malar  bones,  and  malar  processes 
of  temporal  bone,  which  all  form  one  continuous  curved  line. 
Nasal  bones  are  greatly  enlarged,  the  bridge  of  the  nose 
being  quite  flat,  and  of  about  ^  in.  in  breadth.  The  nasal 
cartilages  are  also  hypertrophied,  the  entire  nose  having  a 
characteristically  expanded  appearance.  Mastoid  processes 
are  of  huge  dimensions,  extending  outwards  and  downwards, 
and  are  continued  into  the  very  prominent  superior  curved 
lines,  which  meet  behind  in  an  enormous  external  occipital 
protuberance  that  projects  from  the  surface  of  the  occipital 
bone  for  at  least  1  in.  The  occipital  crest  stands  out  a  pro- 
minent vertical  ridge.  Calvaria  is  quite  normal.  Lower 
and  upper  jaws  apparently  quite  normal  (judged  from  history 
and  appearance).  Ears:  The  cartilages  are  thickened  and 
stiff  to  the  feel.  Tongue  is  of  huge  size.  Has  increased  both 
in  length  and  breadth.  He  often  bites  it.  Its  consistency  is 
normal.  Eyes  :  The  only  thing  noticeable  here  is  that  the 
patient  had  paralysis  of  the  right  sixth  nerve,  which  has  dis- 
appeared under  treatment.  Thyroid  cartilage  much  increased 
in  size.  Sternum  :  The  transverse  ridge  on  sternum  (at  junction 


PLATE  IX. 

To  illustrate  Mr.  Kenneth  Campbell's  first  case  of  Acromegaly. 
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Photographed  by   E.  Treacher  Collins.   Esq. 
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of  manubrium  with  gladiolus)  is  enormous^  being  1  in.  long 
from  above  downwards^  and  standing  out  from  the  level  of 
the  sternum  to  the  extent  of  ^  in.^  but  rounded  off.  This 
ridge  is  continued  uninterruptedly  into  the  second  costal  car- 
tilages, forming  one  unbroken  transverse  line.  The  junction 
of  the  second  costal  cartilage  with  the  second  rib  is  abrupt 
and  prominent.  Hands  :  Carpus  and  metacarpus  apparently 
normal.  The  phalanges,  however,  aie  much  thickened;  this 
thickening  seems  to  be  lateral,  and  not  to  have  taken  place  in 
the  other  diameters — certainly  there  is  no  increase  in  length. 
It  is  remarkable  for  its  perfect  symmetry,  in  each  individual 
finger  and  of  the  two  hands.  Feet  :  Tarsus  and  metatarsus 
normal.  Phalanges  thickened  in  a  similar  manner  to  those  of 
the  hands.  Hei-e,  again,  symmetry  is  a  marked  characteristic. 
No  increase  in  length.  E-ibs  are  normal.  Clavicles  normal. 
Scapulae  :  ossa  innominata  normal,  and  presenting  no  indication 
of  outgrowths.  Other  bones  normal.  Soft  palate  and  tonsils 
normal.  Voice  has  become  deeply  guttural  within  last  few 
years.  No  organic  disease.  Arteries  healthy.  No  albumen 
or  sugar.  Muscular  system  decidedly  wasted.  Special  senses 
and  intelligence  unaltered.  Skin  and  subcutaneous  tissues 
normal,  with  the  exception  of  the  thickening  above  mentioned 
over  ears,  eyelids,  and  lips. 

Subjective  phenomena.  —  Has  had  great  pain  over  eye- 
brows for  the  last  twelve  months.  At  times  this  is  terrific. 
It  has  yielded  partly  to  the  administration  of  arsenic. 

Thyroid  gland  is  natural,  and  there  are  no  grounds  for 
thinking  the  thymus  to  be  enlarged. 

Patient  looks  very  ill,  presenting  the  appearance  as  though 
he  were  suffering  from  granular  contracted  kidney  or  from  an 
advanced  condition  of  malignant  disease,  although  there  are 
no  reasons  for  either  supposition.  If  such  exist,  he  seems  to 
have,  in  the  fully  developed  stage,  the  acromegaly  cachexia. 

Case  2. — Susannah  H.,  set.  50  in  August,  1890. 

Father  died  at  age  of  55  of  "  bilious  fever."  Mother  is 
alive  and  well.  No  other  relatives  show  any  history  of  dis- 
ease which  bears  upon  the  case. 

Married  at  the  age  of  25,  and  has  had  two  children,  both 
of  whom  are  healthy.  She  never  had  a  miscarriage.  Patient 
has  always  enjoyed  good  health,  but  for  the  past  ton  years 
has  had  an  annually  recurring  bronchitis  during  the  winter. 

History  of  present  condition. — Seven  years  ago  patient 
noticed  that  her  hands  and  feet  were  getting  larger,  formerly 
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wearing  "  6  "  and  "  5  "  for  hands  and  feet  respectively,  and 
now  requiring  "  8  "  and  "  7."  All  this  time  she  has  suffered 
from  intense  pains  in  eyeballs  and  behind  ears.  Occasionally 
the  pain  in  eyeballs  has  been  "  something  fearful/'  Has 
observed  face  becoming  bigger  during  the  last  two  years, 
especially  the  nose,  lips,  eyelids,  and  ears.  Has  also  been 
conscious  of  the  tongue  "  growing,"  which  she  frequently 
bites  in  the  act  of  chewing.  Eelatives  have  detected  this 
growth  of  hands  and  face.  Sister-in-law  says  she  cannot 
bear  to  look  at  her  hands,  "  they  are  so  ugly."  Mother  said 
three  years  ago  that  she  would  hardly  recognise  her  as  her 
daughter,  so  changed  had  her  appearance  become ;  this  after 
an  absence  of  four  years.  Menstruation  ceased  during  the 
Jubilee  week,  and  has  never  been  resumed.  The  husband  is 
a  very  healthy  man. 

Present  state. — Malar  bones  are  prominent.  The  nose 
is  the  chief  exaggerated  feature ;  it  is  broad  and  bulky, 
the  nasal  bones  and  cartilages  being  much  thickened ;  the 
alse  are  greatly  expanded ;  the  bridge  is  broad  and  flat, 
being  ^  in.  across  (as  in  Templing's  case).  The  general 
outline  of  face  is  that  of  an  egg  with  the  large  end  down- 
wards. Mastoid  processes  are  big  and  prominent,  the  left 
being  slightly  the  larger.  Lower  lip  is  very  thick  and 
voluminous,  upper  lip  apparently  natural.  There  is  a  swell- 
ing of  big  size  (adipose  ?)  between  angle  of  jaw  and  mastoid 
process  on  both  sides,  but  more  marked  on  the  right.  Ears 
are  bulky  and  stiff,  but  sense  of  hearing  is  unaltered.  Eyes 
have  double  atrophy  of  both  discs  (primary) ;  lower  lids  big 
and  stiff.  Thyroid  cartilage  is  enlarged,  but  the  gland  is 
normal.  Hands  and  feet  present  exactly  the  same  change  as 
in  Templing,  the  carpus,  tarsus,  metacarpus,  metatarsus, 
being  unchanged,  while  the  phalanges  are  greatly  flattened 
out ;  symmetry  here,  again,  is  a  marked  feature ;  there  has 
been  no  increase  in  length.  Other  bones  unaltered.  Viscera 
normal.     Muscular  system  is  slightly  wasted. 

Intelligence. — Speaks  gutturally,  but  there  is  no  slowing 
of  voice.  Considers  that  her  memory  has  become  defective 
recently. 

Subjective  phenomena. — Has  great  pain,  always  at  night- 
time, behind  ears  and  over  eyebrows.  Suffers  pains  at  ends 
of  fingers  often  of  a  morning,  which  then  get  cold  and  lose 
their  power  of  holding.  About  three  weeks  ago  (January  21, 
1890)  had  a  very  severe  pain  in  right  hand,  which  passed  up 
right  arm  to  corresponding  shoulder. 


Living  Speciinens.  261 


YIII. — Suppuration  in  a  Shoulder-joint  affected  with 
Charcot's  disease,  from  tvhich  an  outgrowth  of  the 
capsule  ivas  removed.  By  W.  Gr.  Spencer.  Exhi- 
bited December  13,  1889. 

THE  Clinical  Society  considered  at  length  the  connection 
between  Charcot's  disease  and  rheumatoid  arthritis  when 
Mr.  Baker's"^  three  cases  of  Charcot's  disease  were  before  it. 
It  will  therefore  be  necessary  to  note  the  course  of  the  disease 
in  these  two  cases  only  as  far  as  it  differs  from  the  ordinary 
type. 

In  one  of  Mr.  Baker's  cases  septicaemia  and  death  followed 
the  amputation  of  the  great  toe,  and  the  knee-joint  of  the 
same  side,  which  had  been  one  of  the  joints  affected  by 
Charcot's  disease,  was  found  at  the  time  of  death  in  a  condi- 
tion of  suppuration.  But  this  was  clearly  secondary  to  the 
septic  absorption. 

Karl  Rosert  has  described  a  case  in  which  abscesses  and 
fistulas  formed  about  the  ankle-joint  after  it  had  been  affected 
by  Charcot's  disease  for  several  years.  The  joint  was  found 
on  examination  to  be  in  a  condition  of  tuberculosis,  apparently 
a  secondary  affection. 

Some  of  the  perforating  ulcers  forming  in  the  course  of 
Charcot's  disease  are  said  to  arise  from  the  suppuration  of 
affected  toe- joints. 

G.  B.  Carpenter,  ^t.  54,  had  been  quite  well  until  March, 
1888,  and  there  was  no  evidence  that  he  had  ever  had  syphilis. 
His  left  shoulder-joint  became  suddenly  swollen  to  twice  its 
natural  size,  without  apparent  cause  and  without  pain.  He 
continued  to  work  for  a  month,  whilst  the  shoulder  still  re- 
mained swollen  to  the  same  size.  Then  he  found  the  joint 
becoming  loose,  so  that  he  could  not  fix  it  well,  and  hence  his 
arm  was  weak.  He  was  admitted  to  the  National  Hospital, 
Queen  Square,  under  Dr.  Beevor  in  September,  1888,  and 
the  symptoms  of  locomotor  ataxia  were  noted.  The  joint  re- 
mained distended,  and  in  December,  1888,  Mr.  Horsley  made 
an  incision  through  the  deltoid ;  clear  fluid  with  shreds  of 
fibrin  escaped.  After  the  incision  wound  had  healed  asepti- 
cally  a  cyst  formed  in  connection  with  the  joint  over  the 

*  Bilker,  Morrar.t,  Clin.  Soc.  Trans..  1885. 

+   Hoser,    Karl,    Beitrdge  zur   Lehre   von  Rhimpfusse    und  vom    Pfia/fusse, 
Marburg,  1885. 
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pectoral  muscle.  This  was  aspirated  several  times  before  lie 
left  Queen  Square. 

On  April  18,  1889,  lie  came  to  the  out-patient  department 
at  Westminster,  complaining  that  he  could  not  work  with  his 
left  arm. 

The  symptoms  of  locomotor  ataxia  which  I  found  were — 
entire  absence  of  knee-jerk,  but  normal  sensation  in  the  skin 
of  the  extremities ;  the  pupils  very  small  in  size,  did  not  react 
to  light,  but  did  so  to  accommodation  ;  slight  ataxia  in  the 
movements  of  the  arms,  the  gait  being  unaltered,  and  he  stood 
with  the  eyes  shut.  He  complained  of  lightning  pains  occa- 
sionally in  the  forearms,  and  of  slight  incontinence  of  urine. 
The  left  shoulder-joint  appeared  as  if  a  free  excision  of  the 
head  of  the  humerus  had  been  made  at  some  distance  below 
the  surgical  neck.  On  pressing  up  the  end  of  the  humerus 
against  the  glenoid  cavity  much  grating  was  to  be  felt.  Over 
the  lower  part  of  the  pectoralis  major,  below  and  internal  to 
the  joint,  was  a  cyst  the  size  of  a  hen's  egg.  The  skin 
covering  the  cyst  was  natural  except  in  the  middle,  where  it 
had  been  punctured.  The  fluid  could  be  slowly  compressed 
out  of  the  cyst  into  the  joint  cavity.  The  joint  moved  freely 
in  all  directions  without  any  sign  of  inflammation.  All  the 
other  joints  were  healthy. 

On  May  6  he  returned  with  the  cyst  swollen  to  the  size  of 
a  child's  head  at  birth,  and  which  threatened  to  burst  through 
the  skin.  The  shoulder-joint  showed  no  signs  of  inflammation. 
He  was  admitted,  and  a  free  incision  made  into  the  cyst. 
There  escaped  turbid  serous  fluid  and  shreds  of  fibrin. 

At  first  the  cavity  seemed  to  be  going  to  heal.  However, 
on  May  13  he  was  attacked  with  severe  vomiting,  pains  in 
the  limbs,  and  paralysis  of  the  bladder.  The  ataxic  symptoms 
were  much  more  marked  in  the  arms.  At  first  siglit  his  sym- 
ptoms resembled  those  of  a  gastric  crisis.  But  the  tempera- 
ture was  between  102°  and  103°F.;  and  although  no  fluid  could 
be  felt  in  the  joint  cavity,  yet  it  seemed  probable  that  the 
symptoms  were  due  to  a  collection  of  pus  there. 

On  May  15,  under  an  anaesthetic,  the  finger  passed  from  the 
cyst  over  the  upper  border  of  the  pectoral  muscle  into  the 
joint.  The  conical  upper  end  of  the  humerus  could  be  felt, 
the  head  and  neck  having  completely  gone  to  some  distance 
below  the  surgical  neck.  The  glenoid  cavity  was  bare  of 
cartilage  but  not  changed  further.  The  cavity  formed  by 
the  distended  capsule  was  filled,  not  by  pus,  but  by  a  soft 
fibrous  growth,  attached  in  pedunculated  lobes  round  the  upper 
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end  of  the  liumerus.  Between  tlie  growth  and  the  wall,  and 
amongst  the  lobes,  there  was  space  for  some  pus.  This  ex- 
plained why  fluid  could  not  be  felt  in  the  cavity,  and  drainage 
was  clearly  obstructed.  A  small  incision  was  made  through 
the  scar  in  the  deltoid,  and  the  outgrowth  was  cut  and  torn 
away  from  its  base  around  the  humerus. 

A  drainage-tube  from  the  pectoral  cyst  was  passed  through 
the  deltoid,  and  constant  irrigation  kept  up  for  three  weeks. 
From  the  time  of  the  operation  all  the  symptoms  simulating 
those  of  a  gastric  crisis  disappeared,  and  he  has  not  had  a 
similar  attack.  During  his  confinement  to  bed,  necessitated 
by  the  irrigation,  he  became  prostrate,  incontinence  of  urine 
was  complete,  and  the  urine  became  alkaline.  When  he  moved 
the  right  arm,  it  waved  about  irregularly.  Also  his  back 
became  red.  At  the  end  of  the  three  weeks  he  was  made  to  get 
up,  for  the  first  day  or  two  by  main  force.  But  in  a  few  days 
he  regained  sufficient  muscular  power  to  walk.  He  had  no 
pain  in  the  left  shoulder  at  any  time.  Both  wounds  healed 
soundly  with  free  movement  at  the  shoulder.  He  recom- 
menced his  work  as  a  carpenter. 

At  present,  December,  1889,  he  is  less  thin  and  haggard ; 
his  general  health  has  improved  since  the  healing  of  the 
wounds.  The  ataxic  symptoms  have  slightly  increased.  The 
gait  is  becoming  marked,  he  begins  to  be  unsteady  when  the 
eyes  are  shut,  and  he  cannot  walk  in  the  dark.  There  is  no 
incontinence  of  urine,  nor  difficulty  in  defaecation.  He  has 
only  very  slight  nocturnal  pains  occasionally.  The  left  shoulder 
is  firm  and  freely  moveable.  All  the  muscles  are  still  well 
developed,  and  he  can  use  them  fairly.  He  can  bring  the  arm 
to  the  level  of  the  shoulder;  beyond  that  it  can  be  raised  pas- 
sively to  any  point  above  that  level. 

The  fibrous  outgrowth  which  filled  the  cavity  left  by  the 
disappearance  of  the  head  and  neck  of  the  humerus  kept  up 
the  presence  of  fluid,  and  caused  sufficient  irritation  to  produce 
the  cyst.  The  suppuration  began  in  the  cyst  and  extended  to 
the  joint.  The  collection  of  pus  caused  symptoms  like  those 
of  a  gastric  crisis,  except  for  the  raised  temperature. 

The  disuse  of  the  muscles  increased  the  ataxic  movements, 
but  these  were  again  diminished  when  the  muscles  became 
active. 

The  treatment  has  produced  a  satisfactoiy  improvement  so 
far  that,  pending  the  slow  advance  of  the  disease  of  the 
spinal  cord,  he  is  able  to  work. 
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IX. — Case  of  Inflamed  Nsevoid  of  the  Leg,  complicated 
h)/  subcutaneous  hsemorrhages.  By  John  H.  Morgan. 
Exhibited  December  13,  1889. 

THE  patient  was  five  montlis  old,  and  had  been  for  two 
months  under  observation  at  the  Hospital  for  Sick 
Children.  The  parents  were  healthy  ;  there  were  three  older 
children,  all  quite  robust.  The  patient,  a  boy,  was  born  at 
full  term.  About  a  week  after  birth  a  "  bruise,"  the  size  of 
half  a  crown,  was  observed  on  the  inner  side  of  the  left  knee ; 
this  increased  until  it  occupied  the  area  which  did  not  vary 
after  its  admission.  When  first  seen  at  the  hospital  there 
was  a  tense,  hard  swelling  from  the  middle  of  the  left  thigh 
down  to  within  half  an  inch  of  the  ankle.  The  skin  was  shiny, 
hot,  and  of  a  dark  purple  colour,  varied  by  darker  and  lighter 
patches,  and  with  a  faint  touch  of  yellow,  such  as  seen  after 
an  ordinary  bruise.  Firm  pressure  produced  pain.  There 
was  no  fluctuation.  The  skin  of  the  foot,  particularly  over  the 
dorsum,  was  oedematous  but  not  discoloured.  The  glands  in 
the  groin  were  slightly  enlarged. 

Since  admission  the  limb  has  slightly  diminished  in  size, 
and  the  oedema  of  the  foot  has  subsided.  A  few  days  after 
the  child  was  under  notice  numerous  minute  petechias  were 
observed  beneath  the  skin  of  the  face,  the  arms,  and  the  abdo- 
men, and  on  the  disappearance  of  these,  a  large  subcutaneous 
haemorrhage  was  noticed  on  the  outer  side  of  the  right  calf. 
A  few  days  later  similar  ecchymoses  appeared  over  the  right 
elbow,  and  later  still  over  the  lower  dorsal  vertebra. 

The  diet  of  the  child  before  admission  had  been  breast- 
milk  for  the  first  month,  then  Ridge's  food  with  equal  quanti- 
ties of  milk  and  water.  After  the  appearance  of  the  ecchy- 
moses the  child,  who  had  since  admission  been  fed  on  cow's 
milk  and  barley  water,  was  given  by  the  advice  of  Dr.  Cheadle 
meat  juice  and  peptonised  milk,  and  the  haemorrhages  at  once 
ceased,  but  recurred  when  the  child  was  given  milk  during 
twenty-four  hours  only  without  any  peptonising  powders. 

The  child  has  improved  in  health  and  has  increased  in 
weight.  The  skin  of  the  body  remains  yellow.  There  are  no 
signs  of  rickets,  no  snuffles,  no  cranio  tabes.  The  temperature 
has  shown  no  exacerbations.  Examination  of  the  blood  showed 
a  proportion  of  one  white  corpuscle  to  twenty-eight  red,  and 
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a  scratcli  of  tlie  skin  did  not  produce  any  continuous  haemor- 
rhage such  as  would  indicate  hfemophilia.  There  has  been  no 
bleeding  from  the  mucous  membranes. 

Postscript. — The  child  was  seen  six  months  later^  when 
both  general  and  local  conditions  were  found  to  have  greatly 
improved. 


X. — Tumour  of  Skull  in  left  frontal  region  in  a  hoy. 
Bj  John  H.  Moegan.    Exhibited  December  13, 1889. 

THE  boy  exhibited  to  the  Society  was  11  years  old.  The 
father  was  healthy^  the  mother  appeared  phthisical. 
There  are  four  other  children,  and  there  have  been  two  mis- 
carriages. This  boy  was  healthy  until  about  five  years  ago, 
when  the  present  swelling  commenced^  accompanied  by  slight 
pain  in  the  head,  and  has  continued  to  gradually  increase. 
There  is  no  history  of  any  blow  or  fall. 

There  is  now  a  hard  tumour  with  smooth  surface  over  the 
left  frontal  region.  Its  margins  are  fairly  defined,  and  pro- 
ject inwards  a  little  over  the  middle  line,  upwards  to  the 
edge  of  the  scalp,  and  outwards  to  the  middle  of  the  temporal 
fossa.  The  greatest  prominence  is  about  a  third  of  an  inch 
beyond  the  corresponding  level  of  the  opposite  frontal  emi- 
nence.    The  supra-orbital  ridge  is  not  enlarged. 

The  teeth  are  not  notched,  the  corneae  are  clear.  There 
has  always  been  myopia  of  the  left  eye,  and  examination  by 
Mr.  Wainewright  shows  "  the  sclerotic  ring  well  marked, 
slight  choroidal  changes  round  disc." 

No  enlargement  of  liver  or  spleen  exists.  The  boy  is  sub- 
ject to  headaches,  but  the  pain  is  general  and  not  confined  to 
the  area  of  the  swelling.  He  complains  of  occasional  slight 
pain  over  the  lower  part  of  the  right  tibia,  but  no  swelling  is 
to  be  detected,  and  there  is  no  great  tenderness.  The  intel- 
lect is  not  very  acute. 
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XI. — Hyperostosis  of  Fro7ital  Bone  and  Orbital  Walls, 
associated  ivith  epilepsy,  and  treated  by  trephining. 
By  A.   Quarry   Silcuck.     Exhibited  February   14, 

1890. 

TS.,  aet.  25,  labourer,  attended  the  Moorfields  Eye  Hos- 
•  pital  in  September,  1889,  by  reason  of  the  presence  of 
a  bony  lump  on  the  forehead  and  displacement  of  the  left 
eyeball.  The  lump  in  question  was  situate  just  above  the 
root  of  the  nose,  and  almost  wholly  to  the  left  of  the  middle 
line ;  it  evidently  encroached  upon  the  inner  and  upper  part 
of  the  left  orbit,  being  there  felt  as  a  bony,  nodular  mass,  the 
posterior  limits  of  which  could  not  be  defined ;  by  it  the  eye- 
ball was  displaced  forwards,  and  less  markedly  downwards 
and  outwards.  It  was  roughly  the  size  of  half  a  Tangerine 
orange ;  its  surface  was  somewhat  uneven  or  nodular,  and 
gradually  shaded  off  into  that  of  the  bone  around,  the  summit 
being  elevated  about  half  an  inch  above  the  general  surface 
of  the  latter.  The  movements  of  the  globe  were  good,  and 
the  upper  lid  moved  freely.  There  was  at  this  time  no  sign  of 
optic  neuritis.  Y-  =  yV  J  ~  ^  ^^  Cyl.  =  f .  He  did  not  complain 
of  pain  in  the  affected  region  of  the  cranium,  except  as  an 
occasional  incident,  but  during  the  last  two  years  he  had  been 
subject  to  epileptic  fits,  having  had  about  forty  in  all. 
Whilst  in  the  hospital  lie  had  a  fit,  which,  commencing 
suddenly  with  a  scream,  was  followed  by  unconsciousness, 
respiratory  fixation,  tonic  and  subsequent  clonic  spasm, 
foaming  at  the  mouth.  On  recovering  a  dazed  condition 
supervened,  the  patient  not  knowing  where  he  was  or  what 
had  happened.  No  aura,  sensory  or  motor,  preceded  the  fit, 
which  may  be  taken  as  typical  of  the  fits  in  general.  The 
swelling  on  the  forehead  had  been  noticed  three  months,  but 
twelve  months  previously  the  left  side  of  the  forehead  had 
been  remarked  to  be  different  from  that  of  the  right.  In 
June,  1887,  he  struck  the  top  of  his  head,  but  not  severely  j 
five  days  afterwards  he  had  the  first  fit.  There  is  no  evidence 
that  he  is  the  subject  of  syphilis,  congenital  or  acquired. 

The  operation  of  trephining  over  the  seat  of  the  lump  on 
the  forehead  was  decided  upon  because  it  was  thought  that 
the  intra-cranial  pressure  might  thus  be  relieved,  so  lessening 
the  tendency  to  the  epileptic  fits  ;  and  looking  to  the  favourable 
result  of  this  procedure  in  another  very  similar  case,  that  the 
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progressive  thickening  of  the  implicated  bones  might  possibly 
be  delayed  or  stayed. 

At  the  time  of  the  operation  the  outer  surface  of  that  por- 
tion of  the  frontal  bone  entering  into  the  lump  was  found  to 
be  beset  by  several  small,  nodular^  ivory -like  exostoses,  and 
generally  roughened  ;  the  frontal  sinus  of  that  side  was 
obliterated  by  new  formation  of  bone,  which  was  for  the  most 
part  porous,  though  here  and  there  exceedingly  hard  and 
dense.  Owing  to  the  great  thickness  of  the  fi'ontal  bone  at 
the  site  of  the  trephining — 3.j  cm. — the  instrument  would  not 
work  through  to  the  inner  table,  so  that  in  order  to  expose  the 
dura  mater  a  chisel  had  to  be  used.  The  inner  surface  of  the 
portion  of  the  inner  table  removed  was  coarse,  but  otherwise 
unaltered ;  only  a  small  opening  was  made  through  it  by 
reason  of  the  diflBculty  in  reaching  it  at  so  great  a  depth. 

The  man  made  a  good  and  uninterrupted  recovery  from 
the  operation ;  twenty-five  days  afterward  he  had  a  fit  of  a 
similar  character  to  that  described,  but  none  since  that  date, 
four  weeks  having  now  elapsed. 

The  most  interesting  clinical  feature  in  connection  w^ith 
the  case  lies  in  the  fact  that  the  tits  have  diminished  in  fre- 
quency since  the  operation.  The  length  of  time  during  which 
the  thickening  of  the  bone  has  been  going  on  may  safely  be 
put  at  a  longer  period  than  two  years,  and  thus  the  inference 
would  be  that  the  epilepsy  is  secondary  in  point  of  time  to 
the  bone  lesion. 


XII. — Case  of  Alcoholic  Paralysis.    By  the  late  "Walter 
Pearce,  M.D.     Exhibited  March  14,  1890. 

LN.,  aet.  25,  married,  was  under  the  care  of  Drs.  Priestly 
•     and  A.  de  Butts,  of  Folkestone,  to  whom  1  am  indebted 
for  the  case  before  admission  to  St.  Mary's  Hospital. 

The  patient  became  pregnant  in  April,  1888;  in  August 
was  treated  for  neuralgia,  and  again  in  September  for  a  slight 
attack  of  pneumonia.  Severe  vomiting  came  on,  Avhich  was 
attributed  to  pregnancy.  To  relieve  this,  premature  labour 
was  induced  in  October,  but  vomiting  continued,  accompanied 
with  great  wasting  and  loss  of  power  in  the  legs.     The  patient 
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also  complained   of  shooting  pains  in  the   limbs  and  great 
tenderness. 

I  was  called  to  see  the  patient  on  March  10,  1889.  She 
was  in  a  perfectly  helpless  state,  lying  in  a  semi-prone  posi- 
tion with  the  legs  drawn  up  on  the  abdomen,  and  the  face 
turned  towards  the  bed ;  she  was  not  unconscious,  but  in  a 
drowsy,  confused  state  of  mind,  with  loss  of  memory.  The 
tongue  was  coated  with  a  brownish-yellow  fur,  and  the  lips 
were  very  dry  and  cracked.  The  skin  was  pale  and  sallow, 
with  a  few  venous  stigmata  over  the  malar  bones.  Vomiting 
was  the  most  distressing  symptom,  which  took  place  after  all 
food. 

The  temperature  was  normal. 

The  wasting  of  the  limbs  was  extreme,  especially  on  the 
exterior  aspect  of  the  thighs,  where  all  muscular  tissue  seemed 
to  have  disappeared.  The  calves  of  the  legs  were  in  a  similar 
condition.  In  every  part  the  patient  was  exceedingly  tender, 
especially  in  the  calf  muscles  of  the  legs. 

No  movement  of  any  kind  could  be  made  with  the  lower 
extremities.  The  arms  were  very  much  wasted,  but  the 
patient  was  able  to  use  them  slightly,  though  she  could  not 
feed  herself.  Up  to  this  time  the  possibility  of  a  large  ad- 
ministration of  alcohol  had  not  been  suspected.  On  making 
strict  inquiry  it  was  ascertained  that  from  six  to  seven  bottles 
of  brandy  had  been  purchased  weekly,  of  which  the  patient 
had  taken  nearly  the  whole.  The  mother  had  given  for  many 
months  small  quantities  of  brandy  at  frequent  intervals,  both 
by  day  and  night,  as  she  found  it  gave  temporary  relief.  It 
was  also  found  that  the  patient  had  been  a  barmaid,  and 
assistant  in  a  confectioner's  shop  where  wines  were  sold.  The 
further  administration  of  alcohol  in  any  form  was  prohibited. 
The  galvanic  current  was  applied,  and  massage  with  passive 
movements  was  used.  The  vomiting  ceased,  and  only  returned 
when  there  was  good  reason  to  believe  that  brandy  had  again 
been  given.  The  tenderness  and  pain  decreased,  but  the  knees 
remained  flexed.  Tenotomy  was  performed  on  the  hamstring 
tendons  to  release  the  contractions  of  the  knee-joint,  which 
was  then  fixed  in  plaster  of  Paris.  During  four  months  the 
patient  made  very  little  improvement.  In  July,  1889,  she 
was  sent  to  St.  Mary's  Hospital. 

The  patient  on  admission  was  ansemic,  and  was  wasted  to 
a  remarkable  extent ;  she  was  quite  unable  to  stand  or  sit  up. 
Both  legs  were  flexed  to  nearly  a  right  angle,  the  right  more 
than  the  left.     The  feet  were  extended  in  a  line  with  the  le":s. 
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and  the  toes  were  jQexed.     There  was  no  voluntary  power  iu 
the  muscles  of  the  lower  extremities. 

Passive  movement  of  or  flexion  at  the  ankle  caused  great 
pain.  The  feet  dropped  immediately  they  were  raised.  The 
extensors  in  the  forearm  were  very  much  wasted,  and  the 
dropped  wrist  marked.  No  fibrillar  tremors  were  observed. 
The  muscles  of  the  extensor  surface  of  the  thigh  and  of  the 
calf  were  almost  absent. 

The  greatest  circumference  of  the  thigh  6  in.  above  the 
patella  was  8  in.  The  measurement  of  the  legs  3  in.  below  the 
head  of  the  fibula  gave  6|-  in.  on  the  right  side,  and  6|  on  the 
left  side.  There  was  no  contraction  to  faradism  in  the  muscles 
of  the  legs,  and  only  a  slight  movement  of  the  toes  could  be 
induced  with  the  galvanic  current.  No  reaction  to  faradism 
could  be  obtained  in  the  erector  muscles  of  the  spine.  In  the 
arms  the  muscles  were  much  wasted ;  the  right  upper  arm 
measured  6|  in.,  and  the  left  6j  in. ;  the  forearm  6|-  in.  on  the 
right  side,  and  6j  in.  on  the  left.  The  thenar  and  hypothenar 
eminences  of  the  hand  were  much  atrophied. 

The  muscles  of  the  back,  shoulder,  and  pectoral  region 
were  also  atrophied  to  a  marked  extent,  as  shown  by  the 
photographs. 

The  patient  on  admission  weighed  5  st.  3  lbs.  The  deep 
and  superficial  reflexes  were  completely  lost  in  the  lower  ex- 
tremities. The  abdominal  and  epigastric  reflexes  were  pre- 
sent. In  both  legs  below  the  knee  there  was  almost  complete 
anaesthesia,  except  at  a  point  on.  the  lower  third  of  the  left 
fibula,  which  was  hyperanaesthetic.  Firm  pressure  on  the 
thigh  and  calf  muscles  caused  much.  pain. 

Hyperalgesia  was  also  present  in  the  muscles  of  the  arms. 
The  sensibility  to  heat  was  lost  in  the  legs,  except  at  the  point 
where  there  was  no  angesthesia.  J^ere  has  been  no  oedema 
nor  any  trophic  lesions  of  the  skin.  At  no  time  has  any  facial 
paralysis  been  observed,  and  there  has  always  been  perfect 
control  of  the  sphincters.  There  has  never  been  any  pain  re- 
ferred to  the  back.  The  mental  condition  of  the  patient  has 
been  quite  clear ;  she  has  also  slept  well. 

The  vomiting  has  not  recurred,  and  the  alimentary  system 
has  not  given  rise  to  any  trouble.  The  liver  was  not  en- 
larged. 

The  diagnosis  of  alcoholic  paralysis  rests  on  the  progres- 
sive paralysis  commencing  in  the  extensor  muscles  of  the  legs, 
with  rapid  wasting  and  shooting  pains  in  the  limbs,  hyper- 
algesia, and  the  double  foot  and  wrist  drop.     The  patient  has 
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never,  however,  expressed  a  desire  to  have  any  alcohol.  The 
treatment  has  consisted  in  giving  the  patient  liberal  diet. 
Massage  with  passive  movements  has  been  employed,  and 
the  knees  have  been  extended  by  means  of  weights  and  an 
extension  apparatus.  Galvanism  and  faradism  have  been 
applied  to  the  affected  muscles.  The  patient  has  taken  no 
alcohol  except  some  stout,  which  was  offered  with  the  view 
of  observing  if  there  was  any  desire  for  stimulants ;  but  the 
stout  was  not  acceptable,  the  patient  complaining  of  drowsi- 
ness. 

At  the  present  time,  seven  months  from  admission,  the 
patient  has  slowly  but  steadily  increased  in  strength,  and  has 
gained  two  stone  in  weight. 

The  arms  have  regained  their  natural  size,  and  have  in- 
creased 2  in.  in  circumference.  They  are  so  strong  that  the 
patient  can  raise  herself  from  the  floor  on  to  a  chair  with 
them.     She  can  press  the  dynamometer  to  60  with  both  hands. 

The  legs  can  be  easily  raised  from  the  bed  and  extended. 
On  the  left  side  the  foot  can  be  slightly  flexed,  and  the  four 
outer  toes  extended,  but  the  foot  still  drops  on  the  right  side. 
Muscular  tissue  has  considerably  developed  in  the  lower  ex- 
tremities. The  calf  now  measures  10  in.  in  each  leg,  and  the 
thigh  12  in.  The  patient  is  able  to  walk  on  crutches  by  keep- 
ing her  feet  well  in  front  of  them.  The  toes  remain  flexed, 
and  doubled  up  under  the  foot  unless  they  are  kept  well  in 
advance.  The  anaesthesia  remains  in  the  left  leg,  on  the 
inner  side  of  the  tibia.  Over  this  area  there  is  also  loss  of 
sensibility  to  heat.  On  the  right  side  the  ansesthesia  exists 
over  the  outer  side  of  the  leg,  and  to  the  dorsum  of  the  foot. 
Over  the  whole  of  the  right  leg  there  is  little  or  no  sensibility 
to  heat,  as  tested  with  the  hot  spoon.  Hyperalgesia  of  the 
muscles  of  the  leg  remains,  as  well  as  pain  in  the  joints  of 
the  ankles  and  toes. 

Reraarks. — The  chief  point  to  remark  in  this  case  is  the 
difficulty  of  detecting  the  fact  that  alcohol  has  been  the  cause 
of  the  paralysis,  and  thus  failing  to  make  a  correct  diagnosis. 

Recovery  has  been  slow,  and  even  a  year  after  the  removal 
of  the  cause  the  hyperalgesia  remains. 
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XIII. — A  case  of  Sarcoma  of  the  Naso-pharynx,  showing 
long  periods  of  immanity  from  recurrence  after  opera- 
tion. By  William  H.  Bennett.  Exhibited  April 
11,  1890. 

THE  early  history  of  this  case  is  recorded  by  Mr.  Holmes  in 
vol.  viii  of  the  Society's  Transactions  under  the  title  of 
"  A  Case  of  Naso-pharyngeal  polypus." 

The  patient  has  been  operated  on  three  times  :  (1)  in  1866 
a  large  tumour  was  removed  from  the  pharynx  after  excision 
of  the  whole  of  the  left  upper  jaw,  with  the  exception  of  the 
orbital  plate,  for  the  purpose  of  getting  free  access  to  the 
growth;  (2)  in  1874  a  large  recurrent  mass  was  removed 
from  the  nose  and  pharynx  after  opening  up  the  cicatrix  of 
the  first  operation ;  (3)  in  1890  a  recurrent  mass  of  large 
size,  consisting  of  three  distinct  tumours,  which  occupied  the 
whole  of  the  left  nasal  fossa  and  upper  part  of  the  pharynx, 
was  removed  by  again  opening  up  the  old  scar,  but  on  this 
occasion  sufficient  access  to  growth  could  only  be  obtained  by 
resecting  a  considerable  portion  of  the  orbital  plate  which  had 
been  left  untouched  previously. 

The  operations  1  and  2  were  performed  by  Mr.  Holmes, 
No.  3  being  performed  by  Mr.  Bennett. 

The  main  points  of  interest  in  the  case  are  the  following : 

I.  The  occurrence  of  epistaxis  as  the  sole  indication  of 
the  onset  of  the  original  disease,  and  as  the  only  symptom 
which  drew  attention,  in  each  instance,  to  recurrence, 

II.  The  long  periods  of  immunity  from  symptoms  of  recur- 
rence after  operation,  viz.  eight  years  after  the  first  removal 
and  sixteen  years  after  the  second. 

III.  The  progressive  changes  in  the  character  of  growth. 
The  original  tumour  consisted  for  the  most  part  of  fibrous 
tissue  with  a  small  admixture  of  spindle-cells. 

The  recurrent  mass  removed  in  1874  was  composed  of  equal 
parts  of  fibrous  tissue  and  spindle-cells,  amongst  which  were 
found  a  few  oval  cells. 

The  tumours  last  removed  (1890)  were  typical  specimens 
of  mixed  spindle-cell  and  myeloid  sarcoma. 
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XI Y. — Case  of  Pedunculated  Sarcoma  of  Groin.     By 
C.  E.  CoTiis.     Exhibited  April  11,  1890. 

CP.,  set.  32,  a  very  unhealthy-looking  man,  but  presenting 
•  no  symptoms  of  syphilis,  came  to  my  out-patients  at 
the  Lock  Hospital  complaining  of  a  swelling  in  the  left  groin. 

His  history  is  as  follows  : — Some  twelve  years  back  he  had 
syphilis,  for  which  he  was  treated  at  the  Lock  for  a  period 
extending  over  twelve  months.  A  year  later,  for  no  reason 
that  he  can  give,  he  had  a  bubo  in  the  left  groin ;  this  was 
opened,  and  after  discharging  for  three  months  healed.  Since 
then  has  felt  no  inconvenience  until  two  years  back,  when  he 
noticed  some  small  lumps  forming  beneath  the  skin  in  region 
of  the  old  bubo.  As  these  gave  him  no  pain  he  paid  no 
attention  to  them,  but  they  gradually  increased  in  size,  and 
just  before  last  Christmas  one  of  these  lumps  burst  through 
the  skin,  and  has  since  then  rapidly  increased  in  size.  A 
few  weeks  back  he  had  two  attacks  of  severe  haemorrhage 
from  this  growth.  He  states  that  from  its  first  appearance 
through  the  skin  it  has  been  pedunculated,  but  that  lately 
this  pedunculation  has  increased.  The  patient  is  losing  flesh 
very  rapidly,  and  since  I  first  saw  him  the  growth  has  quite 
doubled  its  size. 

There  is  now  to  be  seen  a  pedunculated,  very  tender 
growth,  the  size  of  a  large  orange,  most  probably  of  a  sarco- 
matous nature,  situated  in  the  left  groin.  The  skin  surrounds 
the  pedicle  and  extends  quite  halfway  to  the  fundus  of  the 
growth,  its  limit  being  marked  by  a  thin  bluish  line,  present- 
ing rather  the  appearance  of  healing.  In  all  parts  the  skin 
is  fixed  to  the  tumour,  is  smooth,  and  there  are  no  irregula- 
rities upon  it.  Around  the  base  of  the  pedicle  are  several 
enlarged  and  very  hard  glands ;  these  run  above  and  parallel 
to  Poupart's  ligament,  and  on  deep  pressure  in  the  left  iliac 
fossa  there  is  a  decided  fulness  extending  towards  the  lumbar 
vertebrae. 
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XV. — Complete  Paralysis  of  the  Left  Vocal  Cord  in 
conjunction  with  ataxic  symptoms.  By  Charters 
Stmonds.     Exhibited  May  9,  1890. 

CE.,  £et.  25,  a  poulterer,  and  accustomed  to  use  his  voice 
•  a  good  deal,  came  to  the  throat  out-patient  room  at 
Guy's  Hospital  complaining  of  hoarseness,  and  of  difficulty  in 
swallowing.  On  examination  of  the  larynx  much  saliva  was 
found  in  the  back  of  the  throat  concealing  the  view,  and  he 
appeared  to  have  some  difficulty  in  getting  rid  of  this 
material.  The  left  cord  was  motionless  and  lay  fully  abducted ; 
the  mucous  membrane  over  the  arytsenoid  cartilarge  looked 
swollen,  and  at  first  I  thought  there  was  some  infiltration 
fixing  the  cord.  Subsequent  examinations  dispelled  this 
sui'mise^  for  no  change  took  place  in  the  appearances,  and 
moreover  the  membrane  was  seen  to  be  wrinkled.  While 
this  point  was  in  doubt  Dr.  Macdonald  was  kind  enough  to 
look  at  the  case,  and  also  thought  that  there  was  some 
swelling  of  the  membrane,  and  suggested  a  puncture.  Subse- 
quent examinations,  however,  disproved  this  idea.  At  the 
next  visit  his  father,  who  accompanied  him  for  the  first  time, 
told  us  that  his  son  walked  peculiarly,  and  then  on  examina- 
tion the  nerve  symptoms  were  made  out.  Dr.  Taylor  took 
the  man  into  his  ward,  and  I  am  indebted  to  him  for  permis- 
sion to  show  the  man  to-night. 

The  man's  father  is  alive  and  in  good  health ;  the  mother 
died  of  bronchitis.  The  patient  himself  has  had  no  illness  of 
a  serious  nature,  and  denies  having  had  syphilis.  He  drank 
a  fair  quantity  of  beer  till  a  year  ago,  since  which  time  he 
has  been  more  abstemious.  In  March,  1 889,  he  became  hoarse, 
and  had  pain  on  deglutition.  The  voice  has  remained  in  the 
same  condition  since  that  time,  but  the  swallowing  has  varied, 
being  better  at  times. 

There  is  no  loss  of  voluntary  power  or  of  sensation.  He 
walks  with  an  unsteady  gait,  and  when  his  eyes  are  shut 
sways  to  and  fro  like  a  man  with  locomotor  ataxy.  The 
pupils  are  small,  but  react  both  to  light  and  in  accommoda- 
tion. The  knee-jerks  are  somewhat  exaggerated.  He  says 
that  there  is  some  numbness  of  his  left  hand  and  of  the  feet. 
Bladder  is  normal  in  action.  The  optic  discs  are  healthy^ 
and  vision  is  normal. 

VOL.  XXIII.  18 
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The  paralysis  is  evidently  central  in  origin,  but  what  the 
exact  nature  of  the  central  lesion  is  remains  open  for  discus- 
sion. Many  of  the  symptoms  of  locomotor  ataxy  are  absent, 
and  the  knee-jerks  instead  of  being  absent  are  exaggerated. 
The  other  possibilities  are  disseminated  sclerosis,  and  some 
syphilitic  lesion,  and  possibly  general  paralysis.  While 
attending  my  out-patients  he  had  full  doses  of  iodide  and  of 
mercury  without  any  benefit.  Since  he  has  been  in  the  ward 
Dr.  Taylor  is  inclined  to  think  that  under  the  same  remedies 
there  is  some  improvement. 

It  was  pointed  out  by  Dr.  Kidd  that  the  paralysis  of  the 
cord  is  complete,  and  by  another  obsei'ver  that  the  right  cord 
does  not  move  Avell.  It  is  quite  true  that  the  right  cord  does 
not  become  so  tense  in  phonation  nor  so  straight  as  in  the 
normal  action.  Nor  does  it  go  so  far  over  to  the  opposite  side 
as  is  commonly  seen. 


XVI. — A  case  of  so-called  Pemphigus  of  the  Conjunctiva, 
with  associated  lesions  in  the  mouth  and  in  the  larynx. 
By  Charters  Stmonds.     Exhibited  May  9,  1890. 

THE  patient,  set.  42,  was  sent  to  me  by  my  colleague  Mr. 
Higgens,  on  account  of  some  laryngeal  complaint.  I  first 
saw  him  some  five  weeks  ago,  and  there  was  at  that  time  a  red, 
scarcely  raised  patch,  covering  one  half  of  the  anterior  sur- 
face of  the  epiglottis.  There  was  a  smaller  patch  to  be  seen 
apparently  on  the  back  of  the  right  aryteenoid.  These  patches 
resembled  exactly  those  seen  in  the  mouth.  To-day  a  much 
more  extensive  disease  is  seen.  The  whole  epiglottis  is 
thickened,  and  shows  a  i*aised  red  patch  with  some  grey 
adherent  material ;  the  pharynx  shows  also  a  large  grey  sur- 
face extending  upwards  from  below  the  aryteenoids  for  an  inch 
and  a  half.  This  is  no  doubt  the  same  patch  as  that  seen  on 
the  previous  examination.  The  nose  is  free.  The  condition 
of  the  conjunctiva  has  been  so  fully  described  by  Mr.  Lang 
and  others  in  the  sixth  volume  of  the  Ophthalmological 
Society's  Transactions  that  it  is  unnecessary  to  repeat  it  here. 
The  mucous  membrane  of  the  mouth  shows  a  more  extensive 
lesion  than  appears  hitherto  to  have  been  described. 
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On  either  side  of  the  tongue  is  a  long,  narrow,  raw  sur- 
face, bordered  by  white  thickened  epithelium,  resembling 
exactly  the  condition  seen  in  syphilis.  The  whole  of  the 
hard  and  soft  palates  show  superficial  erosions  with  white 
patches,  and  the  mucous  membrane  of  the  cheek  is  white,  as 
in  an  old  case  of  ichthyosis.  The  left  eye  has  been  affected  for 
two  years,  and  already  the  conjunctiva  is  thickened  and 
adherent.  Below  the  cornea  is  a  white  patch,  looking  very 
like  a  hidden  and  cicatrising  bulla,  and  the  man  states  that 
blebs  form  from  time  to  time  in  the  conjunctiva.  He  has 
never  had  any  cutaneous  eruption,  nor  any  bull«  about  the 
eyelids  or  face.  There  is  no  history  of  syphilis,  nor  does  the 
affection  yield  to  remedies.  The  disease  is  actively  extending 
in  the  larynx  and  pharynx,  and  appears  to  spread  from  an 
original  patch  without  the  formation  of  fresh  bullae. 

Of  the  three  classes  into  which  Mr.  Lang  divides  these 
cases,  the  present  comes  under  the  third,  or  that  in  which  the 
mucous  membranes  are  alone  affected. 


XVII. — Excision  of  both  Eip-joints.     By  W.  H.  Battle. 
Exhibited  May  9,  1890. 

A  BOY,  get.  17,  in  whom  both  hip-joints  were  excised  three 
years  ago  for  acute  disease  of  two  months'  duration. 
The  case  is  described  and  illustrated  in  the  Lancet,  1889, 
vol.  ii,  p.  733. 

He  was  admitted  to  St.  Thomas's  Hospital  on  March  24, 
1887,  and  left  on  October  2,  1888.  When  admitted  there 
was  displacement  at  the  left  hip-joint  with  a  large  abscess, 
and  suppuration  in  the  right  hip.  Numerous  deep  bedsores 
in  various  parts  of  the  body.  Extreme  exhaustion  and 
emaciation,  with  a  temperature  of  104'2°.  The  neck  of  the  left 
thigh-bone  was  sawn  through  and  the  head  removed  on  May  27, 
with  great  relief  to  his  sufferings,  and  on  June  7  incision 
from  the  front  was  made  into  the  right  hip,  and  the  detached 
upper  epiphysis  of  the  femur  taken  away. 

Now  the  boy  is  in  good  health,  and  can  walk  quickly  and 
without  pain.     Both  hips  arc  fixed  in  the  straight  position, 


276  Living  Specimens. 

and  in  walking  use  is  made  of  the  lumbar  spine,  ankles,  feet, 
and  to  a  certain  extent  of  the  knees. 

There  are  many  deep  scars  remaining  in  different  parts 
of  the  body,  some  adherent  to  the  bone,  the  result  of  bed- 
sores, but  there  are  no  open  sores. 

The  left  leg  is  shorter  than  the  right. 


XVIII. — Spontaneous  cure  of  Tubercular  Ulceration  of 
the  Larynx.  By  Percy  Kidd,  M.D.  Exhibited 
May  9,  1890. 

CHARLES  B.,  set.  52,  mathematical  instrument  maker,  came 
as  an  out-patient  to  the  Brompton  Hospital  in  July,  1882. 

Family  history  good.  No  venereal  or  other  disease  of 
importance  at  any  time.  In  May,  1882,  he  "  caught  cold," 
and  since  then  had  suffered  from  cough,  hoarseness,  night 
sweats,  loss  of  appetite,  and  had  wasted  much. 

The  patient,  a  thin,  pasty-looking  man,  presented  signs  of 
consolidation  of  the  apex  of  the  right  lung,  with  small 
crackling  rales.  The  larynx  was  congested,  and  there  was 
superficial  ulceration  over  the  left  processus  vocalis.  Similar 
ulceration  subsequently  developed  on  the  corresponding  part 
of  the  right  cord. 

Under  a  treatment  consisting  of  cod-liver  oil,  tonics,  and 
occasional  sedative  inhalations,  gradual  but  steady  improve- 
ment ensued  in  his  symptoms  and  general  condition,  and  he 
began  to  gain  in  weight.  The  laryngeal  ulceration  remained 
in  a  stationary  condition  for  some  time,  the  rales  disappeared 
from  the  right  apex,  the  signs  of  consolidation,  however,  per- 
sistino'. 

The  patient  was  seen  at  intervals  of  a  few  months  for  the 
next  eighteen  months. 

In  January,  1884,  the  posterior  portions  of  the  vocal  cords 
presented  a  reddish  ragged  appearance,  but  no  active  ulcera- 
tion. The  state  of  the  right  lung  remained  unaltered.  At 
this  time  he  had  gained  2  st.  in  weight,  and  his  general  con- 
dition had  greatly  improved. 

In  February,  1887,  distinct  scarring  and  puckering  of  the 
vocal  cords  were  observed  in  the  seat  of  the  original  ulcera- 
tion. 
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The  treatment  has  remained  the  same  throughout. 

At  the  present  time  the  patient  is  sixty  years  of  age,  he  is 
able  to  do  his  work,  and  his  general  condition  is  excellent ; 
indeed,  he  may  be  said  to  be  rather  stout. 

His  only  symptom  now  is  slight  greyish  expectoration  at 
times.  The  apex  of  the  right  lung  presents  signs  of  consoli- 
dation, but  no  rales  are  audible. 

The  vocal  cords  are  slightly  pink  in  colour,  and  at  their 
posterior  extremities  there  is  some  whitish  puckering  in  the 
situation  of  the  old  ulceration.  This  condition  is  more 
marked  on  the  right  side,  where  the  scarring  has  caused  a 
shallow  oval  depression  on  the  upper  surface  of  the  processus 
vocalis. 

The  sputum,  which  is  scanty  and  difl&cult  to  obtain,  was 
recently  examined  for  tubercle  bacilli  with  a  negative  result. 

This  case  is  an  example  of  spontaneous  cicatrisation  and 
healing  of  tubercular  ulceration  of  the  larynx,  associated  with 
arrest  of  similar  disease  of  the  lung. 


XIX. — A  case  of  Subcutaneous  ''  Bheii^natic"  Nodules 
without  rheumatism  or  chorea.  By  W.  B.  Hadden, 
M.D.     Exhibited  May  9,  1890. 

THE  patient  was  a  healthy-looking  boy  of  twelve,  who  had 
never  suffered  from  rheumatism  in  any  form  or  from 
chorea.  His  father  had  had  "  rheumatic  gout  "  (probably 
gout  from  the  history)  many  years  ago ;  but  there_  was  no 
history  of  rheumatism  or  chorea  in  any  member  of  the  family. 
There  were  seven  children  in  the  family,  all  healthy;  none 
had  suffered  from  snuffles,  thrush,  or  rash  in  the  skin  in  baby- 
hood. Before  the  birth  of  the  patient  the  mother  had  four 
miscarriages  in  succession,  none  before  or  since. 

In  March,  1890,  the  patient  had  a  sore  throat,  and  his 
brother  had  one  shortly  afterwards.  Both  boys  had  had  pre- 
vious attacks,  the  patient  himself  having  suffered  from  two  or 
three  attacks  during  the  preceding  three  months.  Neither 
rash,  peeling,  nor  rheumatic  pains  were  noticed  during  or  after 
the  sore  throat  in  either  boy. 

Three  weeks  after  his  sore  throat  the  patient  came  to  me 
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as  an  out-patient,  complaining  of  weakness,  giddiness,  and 
palpitation.  There  was  no  disorder  of  digestion,  the  bowels 
were  regular,  and  the  heart  and  lungs  healthy.  The  urine 
contained  a  small  amount  of  albumen,  and  during  the  next 
five  or  six  weeks  albumen  was  occasionally  found.  He  said 
that  now  and  again  the  face  and  feet  swelled,  and  on  one 
occasion  it  is  noted  on  the  out-patient^s  letter  by  the  house 
physician  that  there  was  oedema  of  the  face.  Six  weeks  after 
the  boy  was  first  seen,  and  about  two  months  after  the  occur- 
rence of  the  sore  throat,  the  subcutaneous  nodules  made  their 
appearance,  first  on  the  head,  then  on  the  elbows  and  knees. 
About  a  month  before  the  appearance  of  the  nodules  the 
mother  tells  me  that  he  used  to  complain  of  stiffness  in  the 
limbs,  especially  in  the  knees ;  but  there  was  no  pain  or 
swelling  of  the  joints.  The  stiffness  was  so  severe  that  he 
often  had  to  be  helped  to  rise  from  a  chair.  He  was  shortly 
afterwards  admitted  under  my  care  into  St.  Thomas's  Hos- 
pital. 

Around  the  knees  and  elbows  there  were  several  firm, 
rather  lai-ge,  painless  nodules,  which  were  symmetrical  in 
situation  and  in  size  on  the  two  sides.  Over  the  knees  the 
nodules  were  found  around  the  margins  of  the  patellae  and 
about  the  condyles.  Over  the  elbows  they  were  placed  over 
the  condyles  and  olecranon.  All  these  nodules,  like  those 
elsewhere,  were  connected  with  the  periosteal  or  fibrous  struc- 
tures, and  none  were  adherent  to  the  skin.  Some  small 
nodules  were  found  also  around  the  ankle-joints,  the  meta- 
carpo-phalangeal  articulations,  and  over  the  spines  of  the 
lower  cervical  and  mid-dorsal  vertebras.  Over  the  dorsum  of 
the  right  scapula  there'was  a  large  nodule,  the  size  of  a  hazel- 
nut. On  the  posterior  surface  of  each  tendo  Achillis  there 
were  two  small  nodules,  symmetrical  in  size  and  position. 

There  were  several  nodules,  some  rather  large,  on  the 
scalp.  The  heart  was  examined  frequently  during  his  stay 
in  the  hospital,  and  was  always  normal.  The  fauces  were 
natural,  except  for  slight  chronic  enlargement  of  the  left  tonsil. 
The  joints  were  never  swollen  or  tender,  and  all  the  nodules 
were  quite  painless. 

A  few  days  after  admission  it  was  found  that  there  was 
pain  in  forcibly  extending  the  metacarpo-phalangeal  joints  of 
the  first,  second,  and  third  fingers  on  each  side.  The  pain  on 
extending  the  index  was,  however,  much  less  than  that  caused 
by  extending  the  other  fingers.  There  was  no  swelling  of  the 
finger- joints,  and  no  tenderness  or  sign  of  irregularity  in  the 
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course  of  the  tendons.  There  was  no  pain  on  traction  in  any 
other  part  of  the  body. 

The  urine  was  examined  very  often;  the  reaction  was 
always  acid;  the  specific  gravity  varied  from  1016  to  1026, 
but  was  usually  over  1020;  albumen  was  occasionally  present 
in  quantities  varying  from  a  trace  to  one  eighth^  and  the  pre- 
sence of  albumen  had  no  relation  to  taking  food.  No  urinary 
casts  were  found.  About  a  month  after  their  first  appearance 
the  nodules  began  to  disappear,  those  about  the  elbows,  be- 
hind the  tendo  Achillis,  on  the  scalp,  and  on  the  back  becom- 
ing smaller  before  the  others.  When  the  boy  left  the  hospital 
three  weeks  later  no  nodules  were  detected,  except  those  on 
the  outer  side  of  the  knees,  which  were  just  perceptible. 
The  period  over  which  the  nodules  made  their  appearance  was 
about  two  months.  It  remains  to  say  that  during  the  first 
two  or  three  weeks  of  the  patient's  stay  in  the  hospital  his 
general  condition  was  below  par,  the  appetite  being  poor  and 
the  bowels  confined.  The  temperature  was  normal,  except  on 
one  occasion  when  it  rose  to  100'6°  in  the  evening.  The 
nodules  were  not  affected  by  the  administration  of  salicylate 
of  soda,  but  their  diminution  in  size  corresponded  with  an  im- 
provement in  his  general  state,  possibly  due  in  part  to  quinine 
and  iron. 

Remarks. — In  the  first  place  I  must  say  that  Dr.  Barlow, 
who  kindly  saw  the  patient,  agreed  that  the  nodules  were  un- 
doubtedly such  as  are  seen  in  association  with  rheumatism 
and  chorea.  The  only  evidence  of  rheumatism,  if  evidence 
it  be,  was  the  history  of  stiffness  of  the  limbs  preceding  the 
appearance  of  the  nodules,  and  the  pain  evoked  on  hyper- 
extending  the  metacarpo-phalangeal  joints. 

It  occurred  to  me  that  the  sore  throat  alluded  to  in  the 
history  might  have  been  scarlatinal,  and  the  presence  of  albu- 
men in  the  urine  lends  some  support  to  this  view ;  but  the 
absence  of  eruption  and  of  desquamation,  and  the  fact  that 
the  boy  was  liable  to  attacks  of  sore  throat,  point  in  the  other 
direction.     On  the  whole,  I  am  inclined  to  the  latter  view. 

The  only  point  favouring  syphilis  is  the  history  of  mis- 
carriages before  the  patient's  birth.  The  absence  of  any 
manifestations  of  the  disease  in  any  of  the  children,  the  fact 
that  the  nodules  were  identical  in  all  respects  Avith  those 
occurring  in  children  the  subjects  of  chorea  and  rheumatism, 
and  the  disappearance  of  the  nodules  without  antisyphilitic 
remedies,  offer  strong  evidence  against  the  syphilitic  nature 
of  the  nodules. 
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Sir  Dyce  Duckworth  reported  {Clin.  Soc.  Trans.,  vol.  xv, 
p.  190)  a  case  of  nodules  occurring'  in  a  patient  not  the  sub- 
ject of  rheumatism,,  but  the  possibility  of  syphilis  having  a 
modifying  influence  was  not  denied,  although  the  author 
believed  the  nodules  to  be  rheumatic  in  their  nature.  Dr. 
Stephen  Mackenzie's  case,  reported  in  the  same  volume  (p.  188), 
was  subsequentl}'  found  to  be  undoubtedly  syphilitic  (see 
Transactions,  vol.  xx,  Supplementary  Reports,  p.  397).  In 
an  instance  reported  by  Dr.  Kingston  Fowler  (vol.  xvii,  p.  65) 
the  nodules  were  not  associated  with  rheumatism,  but  in  this 
case,  again,  syphilis  was  a  possible  agent  in  causation. 

According  to  our  present  knowledge,  the  subcutaneous 
nodules  in  my  patient  should  be  regarded  as  a  manifestation 
of  the  rheumatic  state ;  but  the  case  is  so  exceptional  that 
this  view  must  be  accepted  with  some  reserve.  The  subse- 
quent occurrence  of  any  obviously  rheumatic  symptoms  would 
settle  the  question.  I  doubt  if  there  is  evidence  to  say 
whether  or  not  the  association  of  the  nodules  with  albumi- 
niu'ia  is  fortuitous. 


XX. — Case  of  Bilateral  Farahisis  of  the  Portio  Dura. 
By  Julius  Althaus,  M.D.     EMhked  May  23,  1890. 

THIS  was  a  case  of  bilateral  neuritis  of  the  portio  dura  in 
the  first  portion  of  the  Fallopian  canal.  It  occurred  in 
a  single  man,  set.  45,  of  temperate  habits,  who  had  had  no 
syphilis,  but  had  suffered  from  subacute  rheumatism  a  month 
before  the  present  affection  came  on.  The  first  symptom  was 
difficulty  in  speaking  and  masticating,  while  the  food  appeared 
to  have  lost  all  flavour.  When  first  seen  the  patient's  face 
had  a  statuesque  expression,  from  perfect  immobility  of  the 
features,  with  smooth  forehead,  eyes  wide  open  and  staring, 
epiphora  owing  to  paralysis  of  Horner's  muscle,  loss  of  smell 
from  inability  to  sniff,  flabby  cheeks,  great  difiiculty  in  eating 
and  drinking,  mouth  half  open,  loss  of  the  faculty  to  whistle 
and  to  spit,  loss  of  taste  in  the  two  anterior  thirds  of  the 
tongue ;  no  affection  of  the  soft  palate,  no  deafness,  tinnitus, 
or  hyperacusis. 

The  electrical  tests  showed  the  signs  of  degeneration  in  the 
nerves  and  muscles,  viz.  loss  of  faradic  excitability  in  both. 


Living  Specimens.  281 

loss  of  galvanic  excitability  in  the  nerves,  and  increased  gal- 
vanic excitability^  in  tlie  muscles. 

The  mode  in  which  the  disease  had  come  on  showed  plainly 
that  we  had  to  do  with  neuritis^  which  in  the  absence  of  other 
causes  had  to  be  looked  upon  as  rheumatic.  The  peculiar 
grouping  of  the  symptoms  showed — 1.  That  the  seat  of  the 
lesion  was  not  central,  for  in  central  facial  palsy  only  the 
muscles  about  the  mouth  suffer,  while  here  the  upper  portion 
of  the  face  was  as  much  affected  as  the  lower.  2.  That  the 
affection  was  not  seated  in  the  external  branches  of  the  nerve 
after  this  has  emerged  from  the  stylo-mastoid  foramen,  because 
here  there  was  loss  of  taste,  owing  to  affection  of  the  chorda 
tympani,  and  because  in  external  palsy  the  electric  tests  are 
normal  or  nearly  so.  3.  That  it  was  not  owing  to  disease  of 
the  nucleus  of  the  nerve  in  the  medulla  oblongata,  as  there 
the  upper  portion  of  the  face  escapes,  while  it  is  almost 
invariably  associated  with  disease  of  the  nuclei  of  the  pneu- 
mogastric  and  hypogiossus  nerves,  which  were  unaffected  here. 
4.  That  it  was  not  owing  to  disease  of  the  nerve  at  the  base 
of  the  brain,  for  in  this  the  portio  mollis  is  likewise  affected, 
causing  deafness ;  while  there  is  no  loss  of  taste. 

The  process  of  exclusion,  therefore,  showed  that  the  nerve 
in  this  case  must  have  been  affected  in  the  Fallopian  canal;  a 
view  which  was  also  enforced  by  positive  symptoms,  such  as  loss 
of  taste,  dryness  of  the  mouth,  of  the  tongue,  and  the  electrical 
tests.  We  could,  however,  go  further  in  localisation,  and 
show  that  the  lesion  was  confined  to  the  first  portion  of  the 
Fallopian  canal.  In  the  second  portion  of  the  latter  the 
Stapedian  nerve  is  given  off,  which  supplies  the  laxator 
tympani  muscle,  and  which,  when  paralysed,  causes  tinnitus 
aurium  and  hyperacusis.  These  latter  symptoms  being  a  bsent, 
it  was  justifiable  to  conclude  that  the  seat  of  the  lesion  was 
below  the  origin  of  the  Stapedian  nerve. 

The  prognosis  was  favourable,  owing  to  the  great  recupe- 
rative power  of  the  peripheral  nerves,  so  different  in  this 
respect  from  the  nerve-cells  of  the  grey  matter.  Indeed,  the 
patient  when  shown  to  the  Society  was  already  progressing 
quickly  towards  recovery.  The  best  treatment  was  by  sali- 
cylate of  soda  or  antipyrin,  and  gentle  applications  of  the 
constant  galvanic  current  (^  to  1  milliampere). 
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